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The Bleeding Nipple As a Diagnostic and 


Therapeutic Problem 


Ian Macpona.p, M.D., Los Angeles 


T HE management of the woman whose complaint 


is that of bleeding from the nipple remains a 
controversial issue. Only a small fraction of women 
with pathological changes in the breast have any sort 
of external exudate from the intact nipple, and it is 
therefore an infrequently occurring problem in the 
life of the average clinician. Its significance is vari- 
ously interpreted by those who have studied the prob- 
lem, to the extent that some authors recommend 
almost routine simple mastectomy on the basis of 
this single symptom, while others adopt a more con- 
servative attitude with emphasis on accurate diag- 
nosis. Many surgeons have an erroneous impression 
of the ominous import of bleeding from the nipple 
as a presenting symptom, and employ unnecessary 
radical surgical measures in conformance with their 
irrational diagnostic approach. 

The problem will be reviewed here on the basis 
of its statistical importance in relation to pathologi- 
cal changes in the breast, benign and malignant. The 
conclusions are drawn from the few large series of 
cases reported, notably by Adair, Bloodgood, Gray 
and Wood, Geschickter, and Campbell, supplemented 
by ten cases from the author’s recent experience. 
Only bleeding from,the intact nipple is considered, 
excluding such conditions as produce erosive or 
ulcerating processes in the areola itself, notably 
so-called Paget’s disease. 

That bleeding from the nipple in breast lesions is 
an infrequent symptom is shown by Table 1, 
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TasLe 1.—Bleeding in Breast Lesions 


Bleeding 


102 
185 


P.C. 


470 
6.3% 


Lesion 


Benign 


taken from Geschickter, with an incidence of 4 
per cent in cancer of the breast compared to over 
6 per cent in benign lesions. This is evidence of an 
arresting nature, on a sound statistical base of 5,300 
patients, that sanguineous exudate from the nipple 
is frequently indication of a benign process. 
Essentially, all instances of bleeding or other dis- 
charge from the nipple have their origin in papillary, 
hyperplastic lesions of the ductal epithelium of the 
breast, less commonly in the acinar elements. Thus 
the most conimon site of origin is in the central 
rather than the peripheral portion of the breast, in 
the central third of the breast and especially in the 
subareolar area, rather than the peripheral two- 
thirds. In Table 2 is shown the incidence of bleeding 
from papillary lesions and it should be noted that 
only 4 per cent of the benign acinar (peripheral) 


TaBLeE 2.—Bleeding in Papillary Lesions 
Lesion 


Benign: 
Acinar 
DN eens 30-45 48% 

Cancer 45-70 10% 
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Age Bleeding 


30-45 4% 


lesions had bled from the nipple, while 48 per cent 
of the benign ductal (central) lesions presented this 
symptom. In contrast, only 10 per cent of all papil- 
lary. forms of cancer bled externally. Campbell re- 





2 CALIFORNIA MEDICINE 


ported a smaller series in which 8 of 233 cases of 
benign hyperplasia had bled, while 18 of 543 malig- 
nant neoplasms had so behaved. 


The major concern of the clinician is less academic 
and can be stated by this question: What is the 
incidence of breast cancer in women who have nipple 
bleeding? The available evidence is seen in Table 3, 
in which 183 collected cases had a proven incidence 
of cancer in 80 patients or 43 per cent, while in the 
remainder of 57 per cent there were morphologic 
changes of benign papillary, usually ductal, hyper- 
plasia. Thus on the basis of statistical chance, the 
possibilities of cancer and benign papillary lesions 
are almost equal. 


TaBLe 3.—Discharge from Nipple 
(Serous or Sanguineous) 


183 (Collected) 
3% 


4 
57% 


The factor of age distinctly modifies this over-all 
chance, and is an important consideration generally 
ignored by previous observers. By reference to Table 
2 one observes that the benign papillary lesions with 
bleeding in Geschickters series occurred from ages 
30 to 45, while the papillary carcinomas were in 
women from 45 to 70. The average age in Adair’s 
series was 42 years for non-malignant lesions, 54.5 
years for malignant neoplasms. In Bloodgood’s series 
of bleeding without palpable tumor, those women 
who proved to have carcinoma had an average age 
of 52 years. From this and other data, it seems ap- 
parent that the predictable chance of cancer increases 
almost in geometric ratio with the advancing age of 
the patient after the climacteric. The premenopausal 
patient is most likely to have some papillary variant 
of the abnormal hyperplasia-involution changes in 
the breast which we call cystic disease, as the cause 
of her bleeding. The climacteric marks the end of 
a physiological era after which papillary ductal 
changes in the breast become increasingly prone to 
malignant mutations, a fact which, the clinician 
should recognize. 


CONDITIONS PRODUCING THE SYMPTOM 


The common pathological states producing this 
symptom include ductal papillomata, local or diffuse, 
acinar hyperplastic change with cystic degeneration 
and papillary dysplasia, and ductal carcinoma, intra- 
ductal or infiltrating. Unusual causes of bleeding 
are trauma, sarcoma, vicarious menstruation, fibro- 
adenoma, and inflammatory states including tubercu- 
losis. To these can be added a recent case encoun- 
tered by the writer in which a number of varices in 
the breast drained from the nipple through a dilated 
vein which presented itself as an apparent subareolar 
cyst. 

Excluding the museum pieces, then, the problem 
of differential diagnosis of bleeding from the nipple 
is to distinguish between ductal carcinoma and 
benign ductal papillomatous changes. The ductal 
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epithelium may exhibit a wide variety of cellular 
changes, from simple hyperplasia in a single ductal 
segment, through diffuse papillary hyperplasia in- 
volving many ducts, to actual benign neoplasia in 
the form of distinct papillomas. These papillary 
excrescences within the ducts are extraordinarily 
fragile, and with senescence and desquamative shed- 
ding of the surface layers of epithelium, erosion and 
bleeding into the duct occurs. Such papilliferous 
projections frequently produce an obstructive me- 
chanism within a duct, with back pressure, dilation 
of the ductal system peripherally and intermittent 
escape of serous and serosanguineous exudate from 
the nipple. In some instances the dilated duct rather 
than the obstructing papillary lesion may be clin- 
ically palpable. 


The ductal papillary carcinomas may arise either 
from pre-existing abnormal states of hyperplasia or 
benign neoplasia or may be found without demon- 
strable evidence of adjacent dysplasia. In rare in- 
stances bleeding from papillary ductal carcinoma 
will occur in the pre-infiltrative or intra-ductal phase 
of the neoplasm, offering an occasional opportunity 
for definitive curative treatment of an entirely local 
cancer. 


If one accepts the evidence that the number of 
malignant and benign lesions in these patients will 
be approximately equal, the policy of routine mastec- 
tomy advocated by Gray and Wood and others is 
unreasonably drastic. At the same time, the surgeon 
must exhaust every possible measure to achieve ac- 
curate diagnosis, so that he may avoid radical meas- 
ures when none are required but not at the cost of 
overlooking an occult carcinoma. 


LOCALIZATION OF SOURCE OF BLEEDING 


Diagnosis of the cause of bleeding from the nipple 
is the joint responsibility of surgeon and pathologist, 
for it is accomplished by surgical exploration and 
by histopathological study. A necessary preliminary 
phase is the accurate localization of the source of 
bleeding in the ductal system of the breast. Localiza- 
tion of the bleeding source may require meticulous 
and repeated examination, the details of which merit 
some emphasis. 


The first and obvious step is the search for a 
palpable, space-occupying tumor in the breast, and 
in slightly less than half of patients one’s search 
will be promptly rewarded by the finding of a tumor, 
usually in the central third of the breast. 


Lacking a palpable mass, the examination is di- 
rected toward the localization of the duct or ducts 
from which the bleeding originates. In some instances 
the patient herself may have discovered a pressure 
point. If there has been recent bleeding, inspection 
of the nipple with low power magnification may re- 
veal a terminal duct opening containing dried blood. 
The most important single part of the examination 
is radial stroking of the breast with a finger tip, from 
the periphery toward the areola, repeating the proc- 
ess in clockwise fashion over 12 or more circumfer- 
ential segments. This procedure should be done with 
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the patient in both sitting and supine positions. If 
a pressure point is located, it should be marked on 
the skin, with the patient supine, and accurately 
located on a diagram on the patient’s record. The 
location of the ductal orifice on the nipple through 
which the blood exudes should be similarly noted. 
It is advisable to reexamine the patient in several 
days to verify the apparent source of bleeding. 

In approximately three-fourths of patients without 
a palpable tumor, a source of bleeding can be found. 
In about half of these, there will be diffuse, beady 
nodularity at the apparent source to indicate the 
presence of ductal disease. This leaves some 10 per 
cent or 15 per cent in which no tumor is present and 
no localized source of bleeding can be found. 

Certain accessory diagnostic measures may be 
valuable. The ductal exudate may be smeared and 
stained by Papanicolaou technique, although the 
results are meaningless unless cancer cells are found. 
Transillumination may reveal a duct containing 
blood but its differentiation from a vein can offer 
difficulty, and transillumination generally has not 
been of great value in the writer’s experience. The 
use of radiopaque material injected into the ducts for 
x-ray mammography has hazards which have dis- 
couraged its use, but soft tissue radiographs of the 
pendant breast occasionally demonstrate an area of 
radiopacity which may be a lead to localization. 
Intra-ductal biopsy as recently advocated by Le- 
borgne would seem to have a limited use. 


FINDINGS INDICATE GROUPINGS OF CASES 


The physical findings offer clear indications for 
the management of these patients, and suggest a 
natural division of cases into three groups: 


I. In those patients in whom a palpable tumor is 
found, the management is that of any similar breast 
tumor, excision of the mass with subsequent treat- 
ment based on histological examination. This im- 
plies radical mastectomy even for non-infiltrating 
carcinoma. 


II. No palpable tumor is located, but the source 
of bleeding ‘is accurately determined. Such cases 
offer a challenge to the surgeon in the performance 
of meticulous, exact excision of the duct or group 
of ducts involved. 


A preliminary maneuver of considerable value is 
the lubricated introduction of a medium sized 
straight skin needle, blunt end first, through the 
orifice of the main duct previously located as the 
exodus of the bleeding. Usually, by gentle manipula- 
tion, the duct can be canalized for several centimeters. 
A semi-circular, circumareolar incision is then made 
with the needle in the center of the incisional arc, and 
a skin flap reflected peripherally to expose a remark- 
ably large area of the underlying breast. The peri- 
areolar incision is the approach of choice for ductal 
exploration or any lesion in the central third of the 
breast. It has the additional advantages of having 
little tendency to the keloidal thickening so common 
in radial incisions, and of a vastly superior cosmetic 
end result. Excision of the needled duct with an 
adequate margin of adjacent breast parenchyma is 
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then accomplished, carrying the dissection periph- 
erally to resect the immediate tributary ductal ele- 
ments, or adjacent dilated or nodular ducts if present. 
The problem then becomes the pathologist’s burden. 
On gross examination he will usually locate the 
papilliferous lesion or lesions, and the histology of 
the process determines whether this limited surgery 
is adequate. If a papillary process is not located in 
this excised area, it is best to perform a quadratic 
resection, the mid-portion of the quadrant represent- 
ing the area from which the bleeding was found to 
originate. The resection should be carried to the 
extreme periphery of the breast, and the excised 
segment deserves careful serial sectioning by the 
pathologist. 


III. Those patients in whom no palpable tumor is 
found and no source of bleeding located offer the 
most perplexing problem in treatment. Bloodgood 
advocated a laissez faire attitude toward these pa- 
tients, and the fate of 68 of his cases is illustrated 
in Table 4. Only 9 per cent of those followed for 
three or more years proved to have carcinoma, and 
it is of interest that an average period of thirty-four 
months elapsed before it was possible clinically to 
demonstrate fully developed cancer. It is proper to 
assume that most of these women developed actual 
carcinoma after the onset of ductal bleeding. Of 
greater importance is the more advanced age of those 


TaBLe 4.—Bleeding Nipple Without Palpable Tumor 
(Bloodgood) 


WE Mmen Or ORI CEE iT GI casos csencsccvesetiaiins 
Subsequent Cancer 
Incidence 
Latent Period Av 
Average Age 


patients who did develop cancer, an average age of 
52 years compared to those women of 30 to 45 
years with benign lesions. For this reason it seems 
proper to divide this non-localizable fraction into 
two age-determined physiological groups. The pre- 
menopausal patient may be safely advised to return 
for monthly reexamination, with the expectation that 
in most instances localization of the involved duct 
will be possible, or that the exudate will cease spon- 
taneously. The post-menopausal woman, by contrast, 
is in a situation where the increased hazard of an 
occult ductal carcinoma is sufficiently distinct to 
justify routine simple mastectomy. The completion 
of the radical procedure should be added when the 
pathologist reports the presence of carcinoma. 

This therapeutic outline conforms to the essential 
requisite of individualization based on a set of vari- 
able factors. 


SUMMARY 
1. Bleeding from the nipple occurs almost invari- 
ably from papillary ductal lesions, central in location. 


2. Benign lesions and malignant neoplasms are 
found to be its source in almost equal numbers. 


3. The incidence of carcinoma increases almost 
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in direct ratio with advancing age following the 
climacteric. 


4. Both diagnosis and treatment are accomplished 
by surgical methods, but should be preceded by 
accurate localization of the lesion. 


5. Intelligent treatment requires individualization, 
employing conservative measures in the presence of 
proved benign lesions, radical measures where can- 
cer is demonstrated or suspected. 


QUESTIONS AND ANSWERS 


Dr. IAN Macponatp: The first question: “Discuss the re- 
lation of the original skin incision and the possibility of 
subsequent skin recurrences.” 

I think the first part of the answer shculd deal with the 
nature of neoplasm itself, because regardless of how radical 
one’s incisions are, skin recurrences are most common in 
highly malignant tumors. Otherwise, the radicalness of the 
surgical approach exactly determines the chance of skin re- 
currences; and consequently I think one has to adopt the 
attitude that the incisional approach is made without any 
possible thought as to the closure of the wound when you 
complete the operation. A rough guide is that you can take 
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a standard sized scalpel, complete with blade, and lay the 
center of the scalpel over the lesion of the breast, and this 
indicates the amount of skin that should be removed in every 
direction peripheral to the tumor. After that, no matter what 
kind of incision you make, you will have removed an ade- 
quate amount of skin. The closure may be difficult; it may 
require the formation of skin flaps to approximate the edges. 
I think the number of cases in which grafting is necessary is 
very small as you learn how to mobilize flaps from the chest 
wall. 
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PAINFUL BREAST 


James M. Net, M.D., Oakland 


6é7]HE number of senses, and just what consti- 
tutes a separate sense, are by no means 
fixed . . .” says T. C. Ruch in Howell’s Physiology. 
This observation is most pertinent to any basic con- 
sideration of the painful breast; it delineates present 
understanding and indicates the extent of interpreta- 
tion. Physiologically the mechanism of pain produc- 
tion in mastodynia is not yet understood. Nor does 
a study of the anatomy or of the pathology of the 
breast give us any clearer insight into a manifesta- 
tion which in other situations is often a symptom of 
major significance. Pain in the breast which is prob- 
ably the most outstanding source of worry to those 
afflicted is a symptom, evaluation of which must rely 
upon clinical observation of the patient. The psycho- 
logical trauma of pain in the breast is out of all 
proportion to its actual importance as a diagnostic 
sign because in the lay mind it is apt to be associated 
with the thought of malignancy. This situation is 
rendered more difficult by the impossibility of dis- 
tinguishing accurately between the discomfort of the 
normal cyclic phenomena and that of disease. 

An enumeration of breast conditions in which 
pain occurs includes first, inflammatory lesions such 
as those of extramammary origin—tuberculosis of a 
rib or a vertebra, intrapleural lesions and particu- 
larly herpes zoster prior to development of typi- 
cal skin lesions. The intramammary inflammatory 
lesions are commonly accompanied by pain, al- 
though in actinomycosis it may be absent. Secondly, 
new growths may provoke pain: At one extreme, 
there is the almost physiological increase of acini 
accompanying the periodic hormone influence of 
menstruation, and at the other, malignant neoplasm. 
Between these fall most cases of neoplastic disease. 
Pain is not a symptom of differential significance 
because it accompanies some phase of almost all 
abnormal conditions of the breast. With minimum 
physical findings, the presence of pain is evidence 
against rather than for malignancy. It is difficult to 
understand this observation when histological ex- 
amination not infrequently shows dissemination of 
the carcinoma along nerve sheaths. It must not be 
forgotten that an early painless breast lesion may 
produce persistently painful extramammary meta- 
stases. More than 20 years of trying to interpret the 
cause and significance of mammary pain has left 
me hoping that each new advance in our knowledge 
of the menstrual cycle would furnish the answer. 

Two years ago within four hours I asked two men 
of national reputation the same question: “Is chronic 


Read as a part of the panel discussion of breast tumors 
before the sections on Anesthesiology, Radiology, General 
Practice, Pathology, and General Surgery at the 76th An- 
nual Session of the California Medical Association in Los 
Angeles, April 30-May 3, 1947. 


cystic mastitis a premalignant lesion?” Our lack of 
knowledge is demonstrated by their answers: “Not 
infrequently,” and “Never.” Certainly such a wide 
divergence of opinion does not result from difference 
in experience; it must come from two different 
points of view of the same material. This is borne 
out by the natures of their major interests: one was 
a surgeon, the other a pathologist. One was solving 
a clinical problem, the other trying to correlate a 
pathological picture with all related fields. As dis- 
turbing as the answers may seem, both were right. 
The term “chronic cystic mastitis” (so-called “fine 
granular breast”) covers a variety of pathological 
pictures and a clinical picture that often belies 
the term “fine granular.” Certainly from patient 
to patient, from breast to breast, from quadrant to 
quadrant, and even from lobule to lobule the only 
constancy of it is its variability. As diversified as are 
the gross findings, just as variable are the accom- 
panying discomforts or pain. The whole spectrum 
of pain is here represented as to intensity, duration, 
and periodicity. We speak commonly of the pain as 
being premenstrual, but its frequent occurrence at 
other times is almost as outstanding. 

Nathanson* has recently reviewed the field of 
benign breast disease in an effort to correlate the 
physiologic and pathologic features of such condi- 
tions. He points to the paucity of cytological ob- 
servations of normal material at different phases of 
the menstrual cycle as a factor retarding advance 
of knowledge and states: “The breast is prepared 
each month for pregnancy, since it is subject to the 
same influence as the uterus. Like the uterus it has 
both a proliferative phase induced by estrogens and 
a secretory phase effected by progestin and the 
anterior lobe of the pituitary gland. A process 
analogous to menstruation then occurs and is rep- 
resented by an involutional change and absorption 
of the secretion if pregnancy does not ensue.” To 
this basic concept he adds that secondary nervous 
influence, reflexly from the breast itself by way of 
the hypophysis, and indirectly from disease in the 
pelvis by way of the sympathetics, may be signi- 
ficant. After reasonably accounting for spontaneous 
and induced hypertrophy of the breast, on this work- 
ing hypophysis he considers the matter of fibro- 
adenoma of the breast and chronic cystic mastitis. 

Here must be added the disconcerting factor of the 
variable response of breast tissue to all sorts of 
stimuli. Geschickter,' working with the same problem, 
is almost dogmatic as to the clinical and experi- 
mental support of his causative theory of mam- 
mary dysplasia. Beginning with the mastodynia of 
adolescence, he traces the changes through the ade- 
nosis of the reproductive woman to the cystic dis- 
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ease of the menopause. It is his view that when the 
normal balance between estrogen and corpusluteum 
values is upset by hyperestrinism or decreased cor- 
pusluteum function, dysplasia results. To quote him 
directly: “In the last analyses, all forms of mam- 
mary dysplasia are the result of hyperestrinism of 
varying degrees, either relative or absolute.” 


Again, the isolated response in fibro-adenoma de- 
mands an additional postulate, namely, varying 
breast sensitivity. So far one can only conclude with 
Hoffman? that in addition to hormonal, nervous, 
and possibly other stimuli there are “genetically 
controlled conditions within the receptor organ.” 


The cause of painful breast in malignant disease 
is difficult to determine. The part played by estrogen 
has been assigned both major and minor roles. This 
situation is for the moment confused by the im- 
provement in certain cases with metastases by ad- 
ministration of large doses of estrogen. 


With this background we may look briefly at the 
problem of the painful breast. In the case of the 
inflammations we may adopt an expression of the 
older doctors: “Wait an interval and it will declare 
itself,” the presumption being that the “interval” 
will be a reasonable one if the diagnosis is not evident 
at first examination. In case of the dysplasias the 
diagnosis of certain fairly well recognized condi- 
tions may be approached with comfort clinically, 
but not with assurance pathologically. The finely, 
uniformly granular breast of adolescence with recur- 
rent premenstrual discomfort may improve with age 
or following pregnancy. It may develop into the more 
coarsely granular breast of “adenosis” or “adeno- 
fibrosis” characterized by increasing nodularity, 
venous engorgement, and density. The full-blown 
picture of this condition is known as the saucer or 
disk breast. Concomitant with the development of 
pathological changes is an increase in the duration 
and intensity of the pain. The menstrual periods 
come at shorter intervals and the flow is scant and 
of shorter duration. The incidence of sterility is high 
and there is often associated disease in the pelvis. 
These conditions seem to be variants in time of the 
same underlying hormonal disturbance. Practically 
all the available hormone substances in a large vari- 
ety of dosage and combinations have been used in 
the treatment of them with no uniform results. This 
group of tumors rarely requires surgery. 


An allied painful condition accompanying serous 
discharge from the nipple will be taken up elsewhere 
in this symposium. 
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The remaining painful conditions frequently re- 
quire operation either for purpose of diagnosis or 
treatment. There is a reasonably general agreement 
that fibro-adenomata should be removed. These 
tumors occur early in adult life and tend to increase 
in size particularly during pregnancy, and they have 
been reported as the basis for malignant change. If 
they recur or are multiple, the approach should not 
be altered. The myxomatous variant of them occur- 
ring about the menopause requires more radical re- 
moval than simple excision. 

Cysts, solitary or multiple may be aspirated, and 
if a cloudy milk-like fluid is obtained, this is sub- 
stantial reason for watching that particular cyst. 
These lesions not uncommonly disappear spontane- 
ously. Contrariwise, removal is frequently followed 
by the development of new cysts. The latter may be 
treated expectantly. It is not to be inferred that 
these conditions occur in pure form. Although they 
may do so, much more commonly they are found 
in varying combinations with other breast lesions. 

There will remain, after consideration of the fore- 
going, a number of breast conditions that can be 
safely diagnosed and treated by pathological exam- 
ination. There should be no hesitancy in making a 
biopsy in such cases. 

“Time is of the Essence” and if we are to see these 
lesions early we must develop an educational pro- 
gram for the laity. Every woman must have impressed 
upon her that pain is a late symptom of malignancy; 
that she should come to know her own breasts by pe- 
riodic self-examination, noting particularly changes 
in density during the different stages of her menstrual 
life. Only thus will the early non-painful nodule be 
discovered. 

SUMMARY 


1. Pain occurs in almost all types of disease of 
the breast and is not correlated with extent or type 
of lesion. 

2. A review of theories of the causes of mammary 
dysplasis is present. 

3. Many breast lesions can be accurately evalu- 
ated only by pathological analysis. When necessary, 
biopsies should be made. 

3017 Summit Street. 
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The Diagnosis of Early Breast Cancer 


Wituram D. McCartuy, M.D., Oakland 


THe successful diagnosis of early, curable mam- 
mary carcinoma is governed by a multitude of 
complex factors which involve much more than 
symptoms and the refinements of physical examina- 
tion. This paper is an attempt to touch briefly on the 
many other important related factors which are being 
developed, such as special technical examinations, 
information concerning the importance of heredity, 
and the relation of specific benign breast lesions to 
malignant lesions. Mention should be made also of 
the frequently unappreciated subject of patient 
psychology. 

In the majority of cases, diagnosis of early cancer 
of the breast is not possible because the patient in- 
advertently neglects to afford the physician the op- 
portunity. Numerous observers**:® report an in- 
cidence of axillary metastases at the time of opera- 
tion in from 65 to 72 per cent of their patients. 
Immediately the question arises as to why such a 
preponderance of patients with easily palpable car- 
cinomas in such an accessible organ as the breast 
came to operation with metastatic disease. The para- 
dox led the author to investigate several of the causes. 

Careful interrogation as to the first manifestation 
of mammary cancer revealed the startling informa- 
tion that over 75 per cent of the patients first noted 
their breast tumor by accident, usually while dress- 
ing or bathing. Further questioning revealed that 
women rarely examine or palpate their breasts rou- 
tinely. Obviously, then, inasmuch as the early breast 
lesion is painless, metastases to the axillary nodes 
can occur long before the cancer is large enough to 
be detected by accident. It is equally obvious that 
the tumor must of necessity attain rather large 
dimensions before the unsuspecting patient will in- 
advertently note its presence. In this respect, it is 
significant and tragic that the average size of the 
tumor exceeds 2 cm. in diameter in 91 per cent of 
patients. 

The second tragic aspect of the situation is the 
long interval of delay between the discovery of the 
tumor and the first visit to a physician. The average 
duration of symptoms before medical examination 
was 15 months in a series of 1,000 cases of mammary 
cancer studied by Wevill,1! while Nathanson’ found 
the average duration of symptoms to be 12 months. 
Generally, the greater proportion of patients delayed 
medical consultation for six months or longer. The 
relation of long delay to poor prognosis is evident 
when the percentage of five-year survivals is calcu- 
lated for each pathologic type of cancer. Further, it 
is possible to correlate both the size of the tumor and 
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the duration of symptoms with the percentage of 
five-year survivals, and thereby impressively empha- 
size the consequences of neglect of self-examination 
and procrastination in seeking medical advice, which 
operate jointly to deny the physician an opportunity 
of early diagnosis. Geschickter,* for example, has 
noted that the size of the cancer and the number of 
patients who failed to survive the five-year period, 
increased in proportion to the duration of symptoms. 
In his series of infiltrating adenocarcinomas, a study 
of the most favorable group of patients with a five- 
year survival rate of 73.5 per cent showed the aver- 
age tumor size was | to 1.5 cm. in diameter and the 
average duration of symptoms was three months. In 
the most unfavorable group with a low (9.3 per cent) 
five-year survival rate, the average size of the tumor 
was 7.8 cm. and the average duration of symptoms 
was 14 months. 


SHOULD STRESS SELF-EXAMINATION 


Unfortunately, future technical advances in early 
diagnosis of mammary cancer will not materially 
affect the high mortality rate of this group of women 
whose advanced disease is directly attributable to 
their ignorance of self-examination and their long 
procrastination in seeking medical advice. It is essen- 
tial, therefore, for every physician to examine rou- 
tinely the breasts of all female patients over the age 
of 30, regardless of their chief complaint, and to in- 
struct them in the technique of self-examination. It 
would also be advisable to stress self-examination of 
the breasts in all cancer education programs. Un- 
questionably, the prime motivating factor which in- 
duces many women to postpone medical consultation 
after the onset of symptoms, is fear. This fear of can- 
cer, which is widely prevalent, often impairs the 
reason and better judgment of the patient and leads 
her into a state of self-delusion in which she can 
comfortably evade the truth temporarily. Therefore, 
cancer education programs should emphasize the 
hope and promise inherent in the relatively high 
survival rates not only jn the favorable types of car- 
cinoma, but in the less favorable types, if they are 
diagnosed early. 


If the foregoing observations are accepted as 
major causative factors, which partially explain the 
high incidence of advanced breast cancer, it is proper 
to assume that popular education is the answer to the 
problem, if it is intelligently coordinated by all physi- 
cians and such organizations as the American Cancer 
Society. There is evidence in the medical literature 
that cancer programs are operating to increase the 
number of women who are presenting themselves 
for treatment with early cancer of the breast. In the 
past few years, the corrected cancer mortality figures 
for California indicate that the death rate for all 
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types of cancer in women has started to decline, while 
the rate for men continues to increase. The pre- 
dominantly female attendance at all cancer forums 
and women’s ready acceptance of cancer literature 
may be a partial explanation. 

The medical history of the patient is extremely 
important whether she presents herself with a specific 
breast complaint or not. A family history, for ex- 
ample, of breast carcinoma should alert the exami- 
ning physician, and with good reason. MacDonald ® 
in a review of 2,636 cases of mammary cancer found 
that the relatives of these patients developed breast 
cancer three times more frequently than the control 
population. Wood,’? in one of the few medical docu- 
ments which might tenuously relate the Bittner milk 
factor to a similar factor in human mammary cancer, 
traced a family through four generations and found 
several female members who developed bilateral can- 
cer of the breast. Breast cancer occurred only in 
those female members who had been nursed by their 
mothers. However, it cannot be too strongly empha- 
sized that there is no evidence as yet of a similar, 
virus-like factor present in human milk. Nevertheless, 
it may be prudent to caution against the nursing of 
a female child by a mother who has had one breast 
amputated for carcinoma, and who has a definite 
family history of mammary carcinoma. 


The history of slow, progressive growth in a breast 
tumor is ominous and should indicate the course of 
action to the physician. Sudden disappearance, or 
rapid subsidence, of a mass is suggestive of a cyst 
with rupture. Rapid onset and growth associated 
with tenderness and increased local skin temperature 
usually signifies an infection, but may be a lethal 
“inflammatory” carcinoma. As a rule, early breast 
carcinoma is painless and symptomless. This insidi- 
ous characteristic leads many patients to minimize 
their breast tumors, because popular conception in- 
variably associates cancer with pain. 


NIPPLE BLEEDING 


Nipple bleeding or discharge is more often asso- 
ciated with such benign lesions as adenosis and intra- 
cystic papillomas. The incidence of breast cancer 
associated with nipple bleeding, but without a palpa- 
ble tumor, ranges about 4 per cent, according to 
several publications. These low percentage figures are 
deceiving to a dangerous degree because they do not 
emphasize the other ominous aspect of nipple bleed- 
ing associated with a palpable mass, and which is 
associated with a high incidence of cancer. Proper 
evaluation of nipple bleeding in a breast without a 
palpable tumor necessitates all the refinements of 
examination such as transillumination, localization 
of affected ducts by means of probes and digital mas- 
sage, and microscopic examination of the discharge 
for red blood cells. Biopsy and the treatment of such 
cases may be better accomplished if the surgeon is 
aware of the multiplicity of intracystic papillomas 
(15 to 20 per cent) in the same breast, and the poten- 
tial malignancy of both intracystic papillomas and 
adenosis. 

The principles of physical examination of the 
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breast which aid in the diagnosis of early lesions 
are limited. Very often, the examining physician can 
do little more than detect, or confirm, the presence 
of the tumor. In the final analysis, only the pathol- 
ogist can accurately state if the lesion is or is not 
cancer. 

If cancer of the breast, and such etiologically asso- 
ciated benign lesions as chronic mastitis, are prop- 
erly appreciated as processes which are not static, 
the physician who foregoes biopsy for observation 
should then endeavor at least to obtain a “motion” 
picture of the process with three-month to six-month 
reexaminations. If the original lesion has been care- 
fully measured, described and plotted in an anatomi- 
cal diagram of the breast, slight but significant 
changes may be detected as early warnings. These 
precautions may enable one to diagnose an early 
carcinoma which was not palpable in the initial exam- 
ination, or to detect the development of carcinoma 
in an area of adenosis or mastitis. 

‘In the latter respect, the recent medical literature 
offers some evidence that breast cancer is more com- 
mon in women with a history of benign mammary 
lesions. Warren ?° states that there is 4.5 times as 
much carcinoma in the group with chronic mastitis 
and chronic cystic mastitis as in the normal popula- 
tion. The incidence was 11.7 times higher when this 
general group was restricted to age groups betweeen 
30 and 49 years. 


PHYSICAL EXAMINATION OF THE BREASTS 


The development of refinements in the actual phy- 
sical examination of the breasts has been more or 
less static for the past decade. Generally, too much 
emphasis has been placed on the signs of obvious, 
advanced breast cancer, and too little stress has been 
made on the minimal signs of early, curable cancer. 

Physical examination is best performed with the 
patient both in the sitting and the reclining positions. 
During inspection in the sitting position, the breasts 
are carefully compared for contour and symmetry. 
Not infrequently, the infiltrating type of carcinoma 
may be detected beneath an area of minimal depres- 
sion in the subcutaneous tissues. Extension of the 
arms over the head in this position may serve to 
accentuate any skin attachment present. Slight full- 
ness may indicate an underlying benign lesion, or a 
circumscribed type of carcinoma. Comparison of the 
horizontal level of the nipples often may reveal a 
slight cephalad elevation of one nipple which can 
precede actual nipple retraction by several months. 
A localized dilatation of superficial veins or a mini- 
mal degree of infraclavicular edema may be signifi- 
cant. However, these are usually late signs. Nipple 
retraction and “pig-skin” appearance of the skin also 
are late developments, and in a small percentage of 
cases can be duplicated closely by suppurative 
mastitis. 

Palpation of the breasts should also be performed 
with the patient in the sitting and reclining positions 
if the tumor size, shape, mobility, and consistency 
are to be accurately appraised. Tumors which are 
easily palpable in one body position may be difficult 
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to locate when the patient assumes the alternate 
position. The consistency of the mass is more effi- 
ciently studied in the sitting position where it can 
be examined bimanually. Breast cysts particularly 
lend themselves to this type of examination. Early 
skin attachment may be elicited by lifting or displac- 
ing the skin overlying the mass. Palpation should also 
include gentle digital massage over all quadrants 
close to the areola in order to localize and empty any 
ducts distended with blood or discharge. Often it is 
advisable to indelibly mark the skin over the exact 
meridian of such distended ducts, in the event a 
lacrymal probe or needle cannot be passed through 
the nipple orifice into the duct during surgery. 


TRANSILLUMINATION AN AID IN DIAGNOSIS 


Transillumination of the breast substance with 
cold light is a useful aid in diagnosis. The most effec- 
tive light, is a small, single focus beam which is 
rheostat controlled, and is directed up from beneath 
the breast. Ducts which are distended with blood can 
be localized for operation, and translucent cysts may 
be differentiated from solid tumors. 


Needle aspiration is also a useful aid but may 
prove a misleading procedure unless its limitations 
are appreciated. Aspiration of clear fluid from a 
breast tumor merely confirms the presence of a cyst. 
Contrary to accepted opinion, intracystic papillomas 
and intracystic carcinomas often contain clear fluid 
and not bloody fluid. Aspiration biopsy in the hands 
of an expert is an accurate procedure, if the biopsy 
is interpreted by a pathologist familiar with the 
method. Pathological interpretation is simplified if 
the clot of tissue is placed intact on a square of ordi- 
nary blotter paper, dropped in formalin, and handled 
as a paraffin block. Smearing the needle clot between 
glass slides invariably distorts the tissue architecture. 
A negative aspiration biopsy is meaningless inas- 
much as the variables in technique are many. Added 
to these variables is the chance that the small needle 
section may not include a small focus of carcinoma 
buried in a mass of mastitis. However, the author has 
found the technique valuable in two recent patients. 
Both were young women who suddenly developed a 
breast tumor associated with tenderness, nipple re- 
traction and “pig-skin” edema. Aspiration biopsy 
yielded purulent material, and both lesions quickly 
responded to sulfadiazine therapy. 


In the final analysis, wide surgical excision and 
biopsy of the mass in toto is the one method which 
eliminates most of the unfavorable variables inherent 
in the procedures above. Safe and wide surgical ex- 
cision is facilitated if an elliptical skin incision is 
made and used for traction, rather than a linear in- 
cision down to, or into, the mass. “Wedge” biopsy or 
segmental biopsy is mentioned merely to point out 
the hazard of entirely missing an area of carcinoma 
in a mass of adenosis or mastitis. Excision of the 
mass in its entirety conforms with the observation 
of Warren ?° that “it is not uncommon to find car- 
cinoma in breast tissue which had not been palpated 
by the surgeon entirely aside from the cyst which 
led to the operation.” 


DIAGNOSIS OF EARLY BREAST CANCER 


With these thoughts in mind then, it is difficult to 
subscribe to the “wait and see” school of thought. At 
this point it is relevant to enter a plea for early biopsy 
in three special categories of patients. In the first 
group are patients with a mass in the inner (medial) 
hemisphere of the breast. Bartlett, in his great con- 
tribution to the subject, has shown that breast cancer 
medial to the nipple line metastasizes rather early 
through the perforating internal mammary vessels 
into the mediastinum. His five-year survival for 
lesions limited to the inner hemispheres was 47 per 
cent, as compared to 77 ver cent for lesions in the 
outer quadrants of the breast. It is equally important 
to examine carefully the breasts of pregnant and 
lactating women every month, and to biopsy any 
suspicious mass without delay. Such action may 
constitute the only hope for this group of women 
whose five-year survival rate ranges from zero in 
MacCarty’s series * to 19 per cent in Geschickter’s 
series. The same vigilant observation should be 
exercised with patients who previously have had 
cancer in one breast, inasmuch as Kilgore* has re- 
ported an incidence of 7.5 per cent of bilateral mam- 
mary cancer in this group. 


RADIOACTIVE PHOSPHOROUS IN DIAGNOSIS 


This paper would not be complete without mention 
of a new diagnostic method reported by a group at 
the University of California.’ These observers have 
shown that intravenously administered radioactive 
phosphorous concentrates selectively in breast can- 
cer. Postoperative determinations of radioactivity in 
the surgical specimens revealed five to ten times 
greater concentrations in breast carcinoma than in 
benign tumors, inflammatory lesions and the normal 
breast tissues. Each patient received 300 to 500 
microcuries of radioactive phosphorous 24 to 48 
hours before the operation. Preoperative measure- 
ments of radioactivity in both breasts were then made 
by moving a Geiger counter over the skin. If the 
breast tumor was not too deeply situated and could 
be brought within a short distance of the Geiger 
counter, carcinoma could be diagnosed with a fair 
degree of accuracy. Thus far, the method has diag- 
nosed metastases in axillary nodes and detected one 
early carcinoma developing in an intracystic papillo- 
ma. Although the procedure is still in the experi- 
mental stage, it shows great promise. It may well be 
one of the answers to the problem of diagnosing and 
locating early, barely palpable, breast cancers. 


SUMMARY 


The refinements of physical examination and spe- 
cial technical examinations for the diagnosis of early 
breast cancer are presented. Emphasis is placed on 
early detection, rather than on late “textbook” 
manifestations. - 

Two major characteristics of patient behavior 
which operate to deny physicians an opportunity of 
early diagnosis are reported. These two factors are: 
(a) failure in periodic self-examination of the breasts 
and (b) procrastination in seeking medical advice 
after discovery of the tumor. Both factors can be 
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corrected by physician education of the patient with 
a resultant lowering of the present high incidence of 
axillary metastases in 65 to 72 per cent of patients 
at the time of operation. 

The relation of hereditary elements and specific 
benign breast lesions to the development of mam- 
mary cancer is reemphasized. 

Early biopsy of specific breast lesions is stressed, 
and the limitations of aspiration biopsy and “wedge” 
biopsy are outlined. 

The monthly examination of the breasts of preg- 
nant women and lactating women is urged as the 
one hope for improving the poor prognosis of this 
group when breast cancer develops. 

The recent use of intravenous radioactive phos- 
phorous in the diagnosis of breast cancer is de- 
scribed. 

631 Hillgirt Circle. 


QUESTIONS AND ANSWERS 


Dr. McCartuy: Question: “What statistics are there on 
the castration of women in the childbearing age for the 
alleviation of symptoms of cancer of the breast?” 

Dr. Horsley of Virginia has routinely performed a bilateral 
oophorectomy with radical mastectomy in all his premeno- 
pausal patients with breast cancer. He published a prelimin- 
ary report in Surgery in April, 1944, which included 25 
cases. In this series, 23 patients were alive and well at the 
time of publication. However, the follow-up interval was too 
short in most cases to be conclusive.* Nevertheless, I would 
like to emphasize two well established facts which lend sup- 


* Author’s Note: A more recent and conclusive sequel 
has been reported by Dr. Guy W. Horsley in Annals of 
Surgery, 125:703, June, 1947. His five-year survival rate 
with oophorectomy was 76.9 per cent, as compared with a 
five-year survival rate of 43.5 per cent in cases treated 
with radical mastectomy alone. 
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port to the logic of castration, and which definitely relate 
ovarian hormones to breast cancer development and be- 
havior. First, mammary cancer rarely develops in women 
who have been castrated for various other medical reasons; 
and finally, it has been shown that “inflammatory” cancer 
of the breast, which is the most aggressive and lethal type, 
is five times more common in pregnant women. 


REFERENCES 


1. Bartlett, E.I.: Curability of cancer of the breast, West. 
J. Surg., 41:243 (May), 1933. 

2. Eggers, C., de Cholnoky T., and Jessup, D. S.: Cancer 
of the breast, Ann. Surg., 113:321 (March), 1941. 

3. Geschickter, C. F.: Diseases of the breast, Philadelphia, 
Lippincott Co., 1943. 

4. Kilgore, A. R.: Precancerous lesions of breast, West. 
J. Surg., 40:581 (Nov.), 1932. 

5. Low-Beer, B. V. A., Bell, H. G., McCorkle, H. J., Stone, 
R. S.: Measurement of radioactive phosphorous in breast 
tumors in situ: a possible diagnostic procedure, Radiology, 
47:492, 1946. 

6. MacDonald, I.: Mammary carcinoma. A review of 2,636 
cases, Surg. Gynec. & Obst., 74:75 (Jan.), 1942. 

7. Nathanson, I. T., and Welch, C. E.: Life expectancy and 
incidence of malignant disease, Am. J. Cancer, 28:40 
(Sept.), 1936. 

8. Sistrunk, W. E., and MacCarty, W. C.: Life expectancy 
following amputation for carcinoma of the breast, Ann. 
Surg., 75:61 (Jan.), 1922. 

9. Taylor, G. W., and Nathanson, I. T.: Lymph node 
metastases, incidence and surgical treatment in neoplastic 
disease, Oxford, London, 1922. 

10. Warren, S.: The relation of “chronic mastitis” to car- 
cinoma of the breast, Surg., Gynec. & Obst., 71:257 (Sept.), 
1940. 

11. Wevill, L. B.: Malignant diseases of the breast; statis- 
tical survey of 1,000 case records, Edinburgh M. J., 39:714 
(Dec.) , 1932. 

12. Wood, D. A., and Darling, H. H.: A cancer family 
manifesting multiple occurrences of bilateral carcinoma of 
breast, Cancer Research, 3:509 (Aug.), 1943. 


a” 





January, 1948 


The Place of Radiation Therapy in the Management of 


Breast Cancer 


LowELt S. Gorn, M.D., Los Angeles 


M* subject is a very controversial one; indeed, 
there are few subjects which are accompanied 
by more controversy than this one. There are those 
who would entirely exclude radiation therapy as a 
proper procedure in the management of this disease, 
and there are others who would make it the method 
of choice. From both of these views I dissent com- 
pletely. Actually, the debate is almost entirely as to 
the extent to which irradiation should augment or 
even replace surgery in the treatment of this disease, 
and indecision is expressed even by those of the 
widest experience. Perhaps one should say that in- 
decision is expressed particularly by those of the 
widest experience. 


The entire issue is clouded by three factors: First, 
prejudice; the unwillingness of too many radiation 
therapists to concede that their weapon is not all- 
powerful, and the unwillingness of too many surgeons 
to concede that surgical treatment does not produce 
the results that we all devoutly wish it did. Second, 
the careless and unscientific use of tables of statistics. 
This is not the place to talk about statistics, but one 
or two elementary considerations may not be out of 
place. It is obviously wrong to compare, say, the re- 
sults obtained in the treatment (by any method) of 
one hundred Stage IP cases of breast cancer with a 
like series of clinical Stage I cases treated by another 
method. It is unscientific to fail to weigh statistical 
tables for the normal death expectancy and for the 
normal survival rate. Third, the failure to recognize 
and to take into consideration the tremendous 
changes that have occurred in the technic of radia- 
tion therapy. The principle of protracted fractional 
irradiation has completely revolutionized radiation 
therapy, which bears about the same relationship to 
the therapy of 20 years ago that modern anesthesia 
bears to the ether pouring of the eighteen-nineties. 
Statistical tables based on the older therapy are en- 
tirely worthless as a basis of comparison, and prac- 
tically all of the cases treated more than 15 years 
ago must be discarded as having no real significance. 
Thus, Harrington’s survey of 3,137 patients followed 
for five years loses its importance as far as its bear- 
ing on the value of radiation therapy is concerned, 
since 1929 is the latest year in which a patient could 
have been treated and be included in his survey 
published in 1935. Greenough, in 1934, published the 
results of the study of 374 cases of breast cancer 
treated with external radiation and concluded that 
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it added little to the patient’s chance of survival. But 
here again the year 1928 is the latest year in which 
a patient could have been treated and included in 
this report. 

These two authorities are widely quoted as though 
these figures had some present significance. So far 
as the place or the value of modern radiation therapy 
is concerned they are totally devoid of meaning. 
There are many such surveys in the literature. There 
is no question as to the ability, sincerity or sound 
judgment of those who have compiled such studies; 
it is only that the figures, once valid have lost their 
significance as to modern irradiation. 

“If we are to dispute,” said Voltaire, “let us de- 
fine our terms.” I think that there is general agree- 
ment that clinical Stage I breast cancer means that 
the tumor seems to be limited to a lobule of breast 
tissue; that the skin is uninvolved, and that no axil- 
lary or supraclavicular glands are palpable. Patho- 
logical Stage I means that no carcinoma cells could 
be found in the glands removed. Clinical Stage II 
carcinoma means that the skin is involved, or that 
palpable glands are present, or both. Pathological 
Stage II means that the skin was infiltrated, or that 
metastases to glands were demonstrated, or both. 
Stage III breast cancer indicates the presence of 
distant metastases. 

A quotation from Pack and Livingston’s “Treat- 
ment of Cancer and Allied Diseases” will serve as a 
sort of text for what follows. “Surgery no longer 
remains unchallenged as the sole method of treat- 
ment, or even as the method of choice in the manage- 
ment of any stage or type of mammary carcinoma.” 
From this statement I shall dissent presently, but as a 
working text it states well the controversial aspect of 
the problem. 

If we accept this dictum, how shall we apply it? 
What place shall radiation therapy assume? To what 
extent shall it augment surgery, and when, if ever, 
shall it be the method of choice? 

Radiation therapy may be chosen in place of radi- 
cal surgery in a Stage I or II tumor: (a) when the 
patient resolutely refuses surgery, or (b) when for 
some reason the operative hazard is too great. With 
but one exception these are the only valid reasons 
for attacking the disease in Stages I or II by any 
means other than radical mastectomy. This excep- 
tion is the inflammatory type of carcinoma. The 
surgical treatment of this fulminating type of car- 
cinoma is completely hopeless since the line of in- 
cision will invariably pass through the dermal and 
subdermal lymphatics which are plugged with cancer 
cells. The most radical excision will inevitably be 
followed by immediate recurrence and death. The 
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tumor is extremely radiation sensitive, and good 
palliative results will follow irradiation. This is an 
extremely fatal form of breast cancer, and no actual 
cures or, better, five-year survivals are to be expected. 
The patient who is treated by irradiation will live 
longer, however, and in greater comfort, than one 
subjected to operation. 


There is practically unanimous agreement that 
radiation therapy has no place in the treatment of 
Stage IP carcinoma, since there is little if any likeli- 
hood of improving the excellent results obtained by 
radical surgery. Since the axilla and supraclavicular 
regions are, by definition, free from the disease, 
there seems to be no point to subjecting the patient 
to the discomfort and expense of irradiation. 


STAGE III CANCER 


There is little dispute that radiation is the treat- 
ment of choice in Stage III breast cancer. Surgery 
may be useful in the removal of foul ulcerating 
masses, but in general the patients are given more 
comfort, and their lives are made more tolerable, 
by irradiation than by any other method. Interstitial 
radiation will heal many ulcerating lesions, and there 
are few things that afford one the satisfaction that 
results from observation, following irradiation, of 
the relief from pain due to bone metastases. Super- 
ficially ulcerating lesions may be successfully con- 
trolled by rather large doses of unfiltered, or very 
lightly filtered, radiation. If the lesion is not too 
large, Chaoul or contact therapy offers a simple and 
easy method of treatment. These methods, with very 
short anode-surface distances (e. g., 2.0 cm.) and 
with very large outputs, enable one to give very large 
amounts of radiation without danger of injury to the 
deeper structures. With contact therapy, for example, 
the dose at a depth of 1.0 cm. is only 30 per cent of 
the surface dose, while at a depth of 4.0 cm. it is 
practically negligible. With larger ulcers, more than 
3.0 cm. in diameter, low voltage unfiltered radiation 
may be employed. Platinum needles containing ra- 
dium element may be introduced and left in place 
for periods of from 120 to 140 hours. 


The following is an illustrative case: A 64-year-old 
woman was seen in September, 1939, with a history 
of a mass in the lower lateral quadrant of the left 
breast for three years past. As she had arthritis in 
her fingers, she had hoped that the breast tumor was 
part of the same process and, hence, had sought no 
advice. The mass had been painful for ten months 
preceding her first visit. She had a mitral heart 
lesion which was rather poorly compensated and 
required digitalis. Examination showed a hard mass, 
6x 5x3 cm., adherent to the skin of the breast, and 
with a soft area underlying a reddish purple skin, 
obviously about to ulcerate. There were massive rock- 
like axillary glands which were entirely immovable. 
Under novocain infiltration anesthesia, 15 platinum 
needles, having a wall thickness of 0.5 mm. pt. and 
each containing 1.0 mg. radium, were imbedded in 
the mass for 130 hours. High voltage x-ray therapy 
was directed at the axillary masses. Two months later 
the breast tumor was barely palpable, the axillary 
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glands were reduced about 50 per cent, and all pain 
had disappeared. The patient had no recurrence of 
the breast tumor, nor did the axillary glands increase 
in size. She lived four years and died in congestive 
heart failure at the age of 68 years. 


As to clinical Stage I cancer, I repeat that radical 
surgery is the method of choice. Occasionally, how- 
ever, a patient will refuse to submit to operation, and 
there remains no choice but to employ irradiation. 
That this is not always unsuccessful is illustrated by 
the following cases: A woman aged 46, had a small 
mass in the upper and outer quadrant of the right 
breast, and submitted to biopsy. The pathological 
diagnosis was adenocarcinoma, Grade III. She firmly 
refused mastectomy and was treated only with ex- 
ternal radiation therapy. The mass disappeared 
promptly and the patient is free from any evidence 
of disease six and one-half years later. I cite this 
case only as an interesting example of what may 
sometimes be accomplished and not to indicate that 
x-ray therapy should ever be the method of choice. 


STAGE II CANCER 


With this rather summary dismissal of the prob- 
lems of Stage I and Stage III breast cancer, we find 
ourselves at the crux of the controversy, namely, how 
shall we treat Stage II cancer? How shall irradiation 
augment mastectomy; shall it be given before or 
after surgery, or both times, and when shall it re- 
place surgery as the method of choice? 

There is, in my belief, no justification for ever 
using irradiation rather than surgery. Stage II can- 
cer of the breast, except inflammatory carcinoma, is 
best attacked by radical mastectomy and I would be 
unwilling to allow any exception to this unless it be 
the two previously noted, i. e., the patient refuses sur- 
gery, or the surgeon is unwilling to operate because 
of certain hazards. 


There is rather general agreement that postopera- 
tive irradiation is imperative in the more anaplastic 
tumors of Grades III and IV. In the case of the more 
differentiated Grades I and II, agreement is not so 
unanimous. For myself, I am unwilling to accord so 
much prognostic value to tumor grading, for two 
reasons: (1) Unless multiple sections are made of 
practically the entire tumor no one can be sure that 
the growth reported as Grade II may not exhibit, 
five millimeters away, the lack of differentiation 
characteristic of Grade IV. (2) Radiation sensitivity 
is a purely relative thing. That a given tumor is 
highly radiation sensitive does not mean that it is 
radiation curable, nor does radiation resistant mean 
that no cellular effects can be produced. These terms 
mean only that some cells are more easily influenced 
than others, but a moment’s reflection will persuade 
anyone that all cells may be influenced or even de- 
stroyed by irradiation. 

It is not unreasonable, then, to maintain that all 
Stage IT breast cancers should be irradiated. If the 
objection is made that statistics show a not very im- 
pressive increase in the five-year survival rate, there 
are two replies possible to the objection. If the in- 
crease were only 5 per cent, and if the five hap- 
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pened to include the objector’s mother, wife or sister, 
the objection would become less valid. As it is, the 
survival rate is pretty bad; even a very little increase 
is desirable. 

Moreover, here again the statistical tables must be 
viewed rather skeptically. Very few of them included 
any large series of patients irradiated with modern 
technique, and until we have accumulated such series 
the validity of these tables, in so far as the value of 
postoperative irradiation is concerned, is very 
doubtful. There is even greater dispute as to the 
desirability of preoperative radiation therapy. As a 
matter of fact, we do not know much about it. If 
there are any large series of cases treated by pre- 
operative irradiation and radical mastectomy and 
followed for five years, I am unaware of them. Adair 
has reported a series and failed to find any appreci- 
able improvement in the five-year results, but he 
neglected to point out that the patients included in 
his series were treated with a single dose of 700 r. 
To argue that such a series has any significance is 
like maintaining that amputation of the leg is a for- 
midable procedure carrying a very high mortality 
rate, and supporting the claim by a reference to the 
mortality tables of the Civil War. 

There are definite objections to preoperative ir- 
radiation. There is no way to know, for example, 
whether we are dealing with Stage I or Stage II 
cancer. One is likely to be encouraged to treat cases 
without a histological diagnosis having been made. 
Subsequent operation is unquestionably made more 
difficult, and the plastic results are likely to be less 
pleasing. A certain amount of time is lost in awaiting 
the completion of the irradiation and the subsidence 
of the subsequent reaction. On the other hand, one 
cannot but be impressed with the number of breasts 
removed and found sterile which had previously con- 
tained cancer. 


The pros and cons of the question are thus some- 
what balanced, and until someone has accumulated 
a significant number of cases thus treated, we had 
best suspend judgment. 


There remains one question which should be 
answered: “Of what value, if any, in the treatment of 
breast cancer, is castration?” Here again, there is 
no sufficient weight of evidence to warrant a dog- 
matic statement. Cancer of the breast seems to be 
more lethal in menstruating women than in those 
past the menopause. The periodic engorgement of 
the breasts at or before menstruation is a familiar 
phenomenon, making it clear that the estrogenic sub- 
stances secreted by the functioning ovary have a 
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profound influence on breast tissue. It is known that 
breast cancer can be produced in mice by the in- 
jection of large doses of estrogenic substances. When 
one weighs these considerations against the harm 
that may possibly follow depriving a woman of her 
ovarian function, remembering that her life is at 
stake, it seems reasonable to add to our armamen- 
tarium the method of castration at least until it is 
proven to have no value. Irradiation of the ovaries 
of the postmenopausal woman is quite useless. 


CONCLUSIONS 


1. Irradiation therapy must not be evaluated on 
the basis of statistical surveys as much as ten years 
old. 

2. Stage I mammary carcinoma should not be 
irradiated, but should be treated by radical mastec- 
tomy. 

3. Stage III carcinoma of the breast should but 
rarely have any surgery, but should be treated en- 
tirely with irradiation. 

4. Stage II breast cancer should be treated by 
radical mastectomy plus postoperative irradiation. 
The value of preoperative therapy is not established, 
but may be great. 

5. There is little to lose and perhaps much to gain 
by the castration of menstruating women who have 
breast cancer. 

1930 Wilshire Blvd. 


QUESTIONS AND ANSWERS 


Dr. Gorn: First question: “In Stage I cancer of the lower 
and inner quadrant where metastases may be inward and 
unrecognized would you use radiation therapy?” 

No, I would not. The patient either does or does not have 
metastases. If she does, she will not be cured anyway, and 
if she does not she will likely be cured by the mastectomy. 
In general these cases must be dealt with as they present 
themselves. 

Next question: “Do you feel it logical to treat the breast 
area postoperatively after adequate radical mastectomy— 
assuming you are going to treat the axilla and superclavi- 
cular area?” 

Yes, I think that it is, because skin recurrences in the 
operative field are quite common. 

Next question: “Please repeat the treatment of Stage III 
cancer of the breast relative to x-ray.” 

I said—and if I didn’t I should have said—that it is en- 
tirely a matter of making the patient’s life tolerable. We 
are not going to cure Stage III breast cancer. Radiation 
therapy will make life much more tolerable. Small surface 
ulcerations can well be treated by large doses of superficial 
x-ray therapy. Larger ones may be treated by intramural 
implantation of needles containing radium element. In gen- 
eral the results are fairly gratifying. 
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Management of Inoperable Cancer of the Breast 
Eric Reynoups, M.D., Oakland 


fe ABLY clinical diagnosis of mammary cancer is 
seldom easy and the record of cures among 
those cases considered operable is anything but en- 
couraging. It is apparent that doctors are obliged 
to deal with a large group of patients for whom 
some program of palliative management must be 
carried out. Care of the patient with an inoperable 
or metastastic lesion is a challenge which has to be 
met on the basis of the individual case. Following 
routine rules seldom leads to the best results. 


HORMONES 


The role of hormones in the genesis and control of 
neoplastic disease is but vaguely understood. It has 
been shown that estrogens produce mammary car- 
cinoma in some strains of mice. It has been conclu- 
sively shown that estrogens inhibit the growth and 
spread. of carcinoma of the human prostate in cer- 
tain instances. Both androgens and estrogens have 
been used in the treatment of carcinoma of the 
human breast. Until recently the reports of results 
of such treatment appearing in the literature have 
been widely different and in some cases confusing. 
More recent analyses of series of cases so treated 
indicate how a favorable selection of patients may 
be made and more or less predictable results ob- 
tained. 

A fairly large series of cases of advanced car- 
cinoma of the breast has been treated with hormones 
by English investigators and recently this method 
has been tried at the Memorial Hospital in New 
York. Reports seem to agree on one or two points. 
First, that there is a favorable response in perhaps 
40 per cent of cases, particularly in those patients 


well past the menopause and over 60 years of age. . 


There also is evidence that in young women, and 
particularly in those around 40 years of age, estro- 
genic hormone may accelerate the progress of the 
disease. This is interesting in view of an analysis 
of 5,000 cases of carcinoma of the breast made by 
Adair which shows that the peak incidence of can- 
cer of the breast is at 45 years and that another peak 
occurs at the age of 60. Much remains to be learned 
about this method of management by hormones. Evi- 
dence at present tends to show that the androgenic 
hormones are of more value in treating carcinoma 
of the breast in women. With effective doses of estro- 
gen, uterine bleeding, sometimes of a serious nature, 
was produced in approximately 50 per cent of the 
cases treated. 

Many of the early failures with androgens were 
probably due to inadequate dosage. Adair has stated 
that 100 mg. intramuscularly three times a week 
for a period of eight to ten weeks and totalling up 

Read as a part of the panel discussion of breast tumors 
before the sections on Anesthesiology, Radiology, General 
Practice, Pathology, and General Surgery at the 76th An- 
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to 3,000 mg. was necessary for effective results. He 
frankly admits that final conclusions as to the exact 
dosage and the duration of treatment are not estab- 
lished. The high cost of testosterone propionate 
hampers the general use of this agent. It appears at 
this time that the most striking results of the use 
of testosterone therapy are in those cases where the 
involvement is of the skeletal tissues. In such cases 
the improvement frequently is not only clinically 
patent but demonstrable by x-ray. Associated with 
testosterone therapy there is a rise in the serum 
alkaline phosphatase and a diminution in the blood 
calcium level. These are indications of repair in 
skeletal tissue. How long improvement which fol- 
lows androgen therapy will endure is not known, 
but two of the cases enumerated by Adair have been 
living for a period of nearly two years free of symp- 
toms after commencing treatment. 

It appears that only a small percentage of im- 
provement can be anticipated when cancer involves 
such tissues as liver, lung, brain, and skin. Present 
indications are that testosterone is superior to x-ray 
therapy for bony metastases. Advocates of the use 
of testosterone as an adjunct ‘in operable carcinoma 
of the breast and as follow-up prophylaxis in cases 
apparently successfully operated upon, are coming 
forward. Experimentation on cancer of other organs 
such as ovary, uterus, adrenal, testicle, and thyroid, 
is adding information which is helpful in delineating 
the effects of this method of treatment. It must 
be borne in mind that there are a number of very 
striking side effects which are produced by testo- 
sterone therapy in metastatic breast cancer. Some of 
these are beneficial, some definitely detrimental, and 
others of a dubious nature. There seems to be nearly 
always a gain of weight and a sense of well-being 
sometimes amounting almost to euphoria, in most 
of these patients. On the debit side are the signs and 
symptoms of masculinization evidenced by masculine 
hair distribution, the development of a deep voice, 
and enlargement of the clitoris, and frequently the 
appearance of acne not unlike that seen in adolescent 
boys. Nearly all investigators and experimentors 
with this agent have noted an increased libido in the 
treated individuals. 


ANALGESIC AGENTS 


The effect of analgesic agents on pain is an im- 
portant consideration in the management of inoper- 
able cancer. Pain is a subjective experience and hard 
to measure quantitatively. However, there have been 
one or two methods developed in the pharmacology 
laboratories for the quantitative measurements of 
the thresholds of pain perception. One of the best 
known and perhaps the most reliable is the use of 
a rheostat-controlled light shining on the blackened 
skin. Pain is produced by heat in the area so lighted. 
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By varying the degree of heat, and with it the pain, 
the effectiveness of analgesic agents in raising the 
pain threshold can be measured. Using the response 
to morphine as a standard and taking the analgesic 
potency of it as 100, it was found that the potency 
of aspirin was 35, of alcohol 40, and demerol and 
dilaudid 105. It was also noted that placebos raised 
the threshold by the factor 45 in certain instances. 
This of course tends to minimize the value of any 
quantitative measurement, but we are all familiar 
with the fact that if no anxiety exists or if the sub- 
ject is preoccupied at the time of the test, pain is 
better tolerated and sometimes even ignored by the 
same individual whose threshold is lowered if he 
is anxious, worried, or bored. It was also noted that 
alcohol was very prompt in its analgesic effect, that 
when it was given in conjunction with aspirin the 
effect lasted over a longer period of time, and that 
the maximal effect was obtained with 30 cc. of 
alcohol and 0.3 gm. of aspirin. 

There is at present no known ideal analgesic sub- 
stance, and most of them have untoward side effects, 
such as nausea, depression, constipation, or addic- 
tion. It also seems that euphoria and analgesia go 
hand in hand. For many years morphine has been 
the basic standard of values. It has a relatively long 
action and a relatively high euphoric effect. It is 
more effective against steady than intermittent pain 
and a greater dosage of it is required to control 
existing pain than when it is to prevent anticipated 
pain. The effect of dilaudid, a derivative of mor- 
phine, is of shorter duration and it has a less 
somnifacient and probably less nauseating and con- 
stipating effect than the parent drug. Euphoric effects 
of dilaudid are a little less, but addiction seems to 
be about the same as for morphine. The drug can 
be tolerated by some individuals who are intolerant 
to morphine. Pantopon, a mixture of the alkaloids 
of opium, is about the same as morphine in action 
and in the effects and side effects it produces. Codeine 
is weaker, less nauseating and constipating than 
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morphine, and it seems to be less likely to cause 
addiction, true addicts shunning it because it does 
not have the euphoria-producing properties of 
morphine. 

Analgesia is produced by a widely different group 
of chemicals, and it is impossible to predict from 
chemical structure whether or not a substance will 
have pain-relieving properties. Demerol is a sub- 
stance which illustrates the case in point. It is related 
to atropine and was discovered in searching for 
atropine substitutes. It is, however, narcotic in action 
and has analgesic plus spasmolytic and sedative 
action. The period of its action is somewhat shorter 
than that of morphine. It does not produce con- 
stipation. It produces less euphoria, and addiction 
to it is a matter of debate at present. Where spasm 
is a factor in the production of pain, it has special 
values. 

The discussion of the relief of intractable pain 
would not be complete without mention of the in- 
traspinal use of ammonium salts. In carefully se- 
lected cases where nerve roots of lower segments are 
involved, this has appeared to give good results and 
is worthy of further trial by more clinicians. Judo- 
vich and his co-workers in Philadelphia advocate its 
use, using four mg. of ammonium chloride or 
sulphate, adjusted to a pH of 7.2 administered in 
50 cc. of spinal fluid without the use of previous 
spinal anesthesia. They report the incidence of more 
pain for a brief period followed by varying degrees 
of satisfactory relief. 

A few cases of bowel and bladder complications 
following use of it have been reported. 

A choice of the various narcotic and analgesic 
substances is largely an individual one both as re- 
gards the physician and the patient. The possibility 
of addiction in individuals who have hopeless car- 
cinoma with pain should be no deterrent to the 
effective use of opiates. Alleviation of suffering from 


this disease should be the principal consideration. 
431 Thirtieth Street. 
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Rural Medical Care and Hospitalization 


CARROLL B. ANDREwsS, M.D.,.Sonoma 


feu provision of adequate medical care for rural 
populations is, and has been, one of the most 
sluggish and least popular branches of the broad 
field of modern medical development. This is due 
largely to lack of concentrated capital and personnel 
requisite for proper organization of the necessary 
facilities. 

The rural practitioner has been handicapped by 
numerous factors. First, doctors are burdened with 
excessive case loads and long traveling distances. 
Second, excessive costs of laboratory equipment, 
hospital facilities and salaries makes individual oper- 
ation or ownership difficult or impossible. Third, 
competitive and proprietary institutions with inade- 
quate facilities have, by and large, defeated the pur- 
pose of expansion and modernization comparable 
with advances in the medical field generally. Fourth, 
public interest and individual initiative so necessary 
to continued progress in any project are, in the coun- 
try, more inert to progressive changes and more 
subject to stifling provincialism. 

Little wonder that the country doctor and his prac- 
tice is the frequent subject of jests as a relic of the 
past. Be that as it may, the epitaph of “Dr. John 
Goodfellow, Office Upstairs” still remains solid in 
the hearts of his appreciative clientele. He still is the 
barrier between them and fear of illness and death. 
His failures too often result from circumstances 
largely beyond his individual control. 

The speed and precision of modern life is now in- 
compatible with the present state of rural medical 
practice. Farm life and industry are mechanized and 
the rural populace is as intellectually advanced as its 
city cousins. Neither the younger generation now 
returned from military service, nor the older adults 
who are well read and alert to modern trends in all 
phases of living, will be content for long with inferior 
medical care or slow in discerning inadequacies. 
Rh factor, antitoxin, biopsy, penicillin, streptomy- 
cin and many modern terms have supplanted the 
antique “germ,” “microbe,” “drugs,” “dope” and 
“pills,” for the most part. 

With nearly 14 years of practice in a small agricul- 
tural valley, fortunately located within 45 miles of 
San Francisco, but so peculiarly isolated geograph- 
ically as to remain definitely rustic, the writer is 
prompted to articulate some of the particular and 
peculiar problems, together with suggestions for their 
ultimate solution. 


THE DOCTOR—-POSTGRADUATE AND CONTINUATION 
TRAINING 


Individual rural practice almost invariably pre- 
vents any but brief, cursory and superficial pursuit 
of postgraduate training without the disruption of 
the continuity of care of individual patients and prac- 
tice in general. Extended postgraduate study usually 


results in the physician or surgeon leaving the com- 
munity for wider fields with greater facilities. The 
average country practitioner usually begins practice 
with from one to perhaps three years of hospital 
training as a background for practice. It is the excep- 
tional physician indeed who could not profit greatly 
by periodic six to twelve-week practical courses in 
one or several branches of medicine at one to three 
year intervals. Such courses should be readily avail- 
able at not too great a cost in time, money and sacri- 
fice to himself and his family. 

There is little basis for argument as to the value 
of short courses presenting practical and theoretical 
material to the individuals of more or less limited 
training and experience in any field. The problem is 
to provide this training simply, efficiently and eco- 
nomically. With all due regard to the faculties and 
organizations providing the present postgraduate 
courses, they leave much to be desired. Week-long 
refresher courses are necessarily limited to a few 
hundred applicants. The limited enrollment of the 
“once a week” courses held in a central metropolitan 
area is limited to a relatively narrow zone and num- 
ber of individuals. The “team-clinics” sent out to the 
hinterland can only present a very brief and limited 
course with very slight opportunity for practical 
participation by the recipient. In short, present facil- 
ities are mere tokens of the desirable manna. 

A plan designed to fit many of the requirements 
for postgraduate training for the physician in general 
practice can be outlined as in the accompanying 
chart. The scope and ramifications are at once appar- 
ent. The financial involvement seems insurmount- 
able. The procurement of hospital and teaching 
facilities, the development of a teaching staff and the 
clerical assistants, the integration of the program 
with existing medical school training, are all pro- 
methian tasks. The answer lies not only in the 
response or demand of the doctor in general practice 
but in the voice of the entire medical profession in 
answer to the query, “Is it worth it?” 

If the present hue and cry for improvement of the 
profession and particularly the status of the “general 
practitioners” is anything but lip service, the answer 
is definitely in the affirmative. 

No comprehensive postgraduate schools open to 
men in general practice exist west of the Mississippi. 
Is this not another challenge to California Medi- 
cine? If the recent premise is true that general prac- 
tice is a separate entity or “specialty” should we not 
have facilities for training the recent graduate be- 
yond those presently available? 

The rural communities need certified men but this 
may not be immediately feasible or practical, nor is 
it particularly economic for the more isolated re- 
gions. The writer should rather suggest the team 
principle, with each practitioner developing his own 
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particular aptitudes and preferences, supplemented 
by periods of postgraduate training and integrated 
with those of his fellows in meeting the needs of the 
community, assisted by a well organized consultative 
service recruited from the more populated adjacent 
cities. This is by no means a new idea but the develop- 
ment of the program is still largely a matter of chance 
selection rather than purposeful design. Petty per- 
sonal and professional jealousies and false concepts 
and interpretation of medical ethics have too often 
defeated this type of development. 


COMBINED OFFICE FACILITIES 


The presence of two or more individual office units 
is as uneconomical as it is inefficient. The duplica- 
tion of expensive x-ray, laboratory and therapy 
equipment needs no further condemnation. Pooling 
of facilities, cooperative use of personnel and equip- 
ment in carefully designed quarters provides for more 
efficient use of a wider variety of technical and special 
services. The elimination of one or more unskilled 
employees would provide a salary for a trained 
laboratory technician. The personnel for rural prac- 
tices must necessarily be diversified in their abilities 
and training and not necessarily too highly special- 
ized. There is not place (nor enough work in the 
average rural doctor’s office) for a trained labora- 
tory technologist. As a result, one of the personnel is 
impressed into doing routine urines and blood counts 
in an indifferent fashion with an unknown percentage 
of error, or the doctor wastes his valuable time or 
holds the laboratory work at an irreducible minimum 
and so neglects this important factor in diagnosis. 
Improvement lies in the direction of mutual assist- 
ance and cooperation in the profession. 


THE HOSPITAL 


The universal plea of rural physicians and patients 
alike is for more adequate hospitalization. The im- 
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mediate thought is for the prompt care of the present 
sick individual. The underlying and often neglected 
principal benefit of the hospital to physician, patient 
and community is in improved medical care and serv- 
ice. The personal experience of this writer in hospital 
organization and development is illustrative of this 
point. 

The only hospital available to the Sonoma popu- 
lace was a proprietary sanitarium operated by an 
elderly practical nurse from 1922 to 1939. The 
bed capacity increased gradually, through additions, 
from one bed to eventually ten beds with four nursery 
cribs. One room served as surgery and delivery room 
combined. The equipment and furnishings were 
superannuated. There were no laboratory facilities. 
In 1941 a modern delivery table was installed by the 
writer. A very antique portable x-ray was installed in 
1939. It was replaced in 1942 by a modern mobile 
unit. Management from 1939 to 1944 was by a 
layman with no previous hospital administrative ex- 
perience. From 1944-1945 for a period of nine 
months the sanitarium was operated as a non-profit 
partnership by the three practicing physicians in the 
community with a full time business manager. 

During the years 1942 and 1943 an application 
under the Lanham Act failed to obtain funds to pur- 
chase and equip an existing state-owned hospital 
building in the community which was to be disposed 
of as a result of wartime economies of personnel and 
materiel. In August of 1944, the poor health of the 
lay owner and manager of the very inadequate and 
out-of-the-way sanitarium necessitated the formation 
of a non-profit partnership of the three practicing 
physicians of the community to take over its opera- 
tion, in order to maintain service for medical, ob- 
stetrical and minor surgical cases. 

Early in 1944 general meetings in the community 
were begun by securing the general support of the 
civic and community organizations. This resulted in 
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the formation of a hospital committee under the 
chairmanship of the writer and included representa- 
tives from every part of the community, with all the 
doctors acting in an advisory capacity. This move- 
ment resulted in the formation of a non-profit organ- 
ization, the Sonoma Valley Community Hospital, 
which was incorporated through the offices of a 
local attorney. 

A tentative budget was set up for the rehabilita- 
tion and operation of the previously mentioned state- 
owned hospital building. This budget included rental 
of the building on a long term lease from the private 
individual who had meanwhile acquired the building 
and surrounding property from the state. 

A fund-raising campaign was undertaken by the 
committee under the chairmanship of the local high 
school principal, on the stipulation that the Board of 
Trustees undertake the long range program of in- 
suring the permanence and perpetuation of the hos- 
pital assets. This was proposed to be done through 
the formation of a district, similar to school, irriga- 
tion or other administrative district. 

According to the plan of the Board of Trustees, the 
original budget estimate called for raising $25,000 
which included a 15 per cent reserve contingency 
fund. The funds were raised by private subscription, 
a contribution of from $5 to $100 entitling the donor 
to one non-assessable voting membership in the non- 
profit corporation plus an additional voting member- 
ship for each additional $100 contributed. A total of 
$33,444 was raised, of which $5,135.95 was spent on 
alteration, $15,405.93 for equipment and $3,298.44 
for supplies, leaving $9,603.88 unexpended. 

Our local attorney, together with a subcommittee 
and with the assistance of Senator Herbert W. Slater 
of Santa Rosa, prepared a provisional bill with the 
assistance of the Legislative Advisory Committee in 
Sacramento on November 9, 1944. The proposed bill 
was submitted to and discussed with the chairman of 
the Legislative Committee of the California Medical 
Association, Dr. Dwight H. Murray, and legal counsel 
of the California Medical Association, Mr. Hartley 
Peart and Mr. Howard Hassard, for suggestions and 
criticisms. In January of 1945, Senate Bill 586 was 
introduced by Senator Slater, ultimately passed and 
signed by Governor Earl Warren on June 18, 1945. 
(A similar bill had been introduced into the same 
session of the Legislature by Senator Chris N. Jesper- 
= but was withdrawn in favor of Senator Slater’s 

ill.) 

The bill provides for the formation of districts in 
a county or portion of a county or adjacent counties 
of a population of 200,000 or less, according to the 
usual form of procedure prescribed for this and 
similar districts. It requires that a petition, signed by 
15 per cent of the registered voters of the district be 
presented to the County Board of Supervisors. Elec- 
tion is set and held in the district designated and the 
district is formed if a majority of the vote be in favor. 
A resolution, so stipulating, is filed with the Secre- 
tary of State in Sacramento by the County Board of 
Supervisors. 

Annexation of land is provided for by the same 
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procedure. The five members of the Board of Direc- 
tors, residents and regular voters, hold office for a 
term of four years. The first board is appointed by 
the county board of supervisors and members are 
replaced or reelected in the next two general elections. 
The duties and powers are prescribed as to execu- 
tion, administration and management of the hospital. 
Rules and regulations are set up and rates established 
to permit operation of the hospital on a self support- 
ing basis. 

The fiscal provisions of the original bill were as 
follows: 

1. Daily receipts paid into the treasury of the 
district in a special operation fund and used for pay- 
ment of operating expenses, construction costs and 
interest on bonds, and to maintain a reserve fund; 

2. A local hospital district fund is established in 
the county treasury; 

3. An annual assessment based on the hospital 
budget submitted to the county board of supervisors 
together with a petition for tax levy not to exceed 
20 cents per $100 valuation; 

4. A capital outlay fund; 

5. Special assessments ; 


6. Bonds. 


On November 4, 1946, the California Supreme 
Court handed down a decision validating bonds 
issued by such districts, pursuant to the stipulations 
in the bill. On January 21, 1947, Senate Bill 227 was 
introduced by Senator Slater which clarified the 
financial provisions, provided for a bonded treasurer 
and validated actions taken by any districts prior to 
the passage of this amendment. This was passed by 
the senate and the assembly and subsequently signed 
by Governor Warren as an emergency measure effec- 
tive immediately. 

Assembly Bill 64 introduced by Mr. Dunn of Ala- 
meda County providing for an amendment to the 
Hospital District Law permitted districts to be 
formed in counties of populations up to 500,000, as 
compared with the previous 200,000 population 
limitation. 

Twenty-four districts are now actually organized. 
A county-wide district was organized in Del Norte 
County and is in operation. This district, which has 
taken over the Knapp Memorial Hospital, provides 
care for indigents at county expense in addition to 
the private patients. 

May 1, 1947, the Sonoma Valley Community Hos- 
pital Board of Trustees officially assigned its prop- 
erties and assets to the Board of Directors of the 
Sonoma Valley Hospital District, which was formed 
as a result of an election held March 19, 1946. It 
thereby became the second hospital district in actual 
operation. 

The Local Hospital District Law appears to be a 
definite advancement for rural medical care. It is 
locally controlled by individuals cognizant of their 
particular hospital problems. It is relatively devoid 
of political domination and pitfalls, unless subse- 
quently altered, and it provides a simplified pro- 
cedure for raising funds for initial construction. 
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equipment and maintenance through economic fluc- 
tuations so frequently disastrous to smaller private 
and proprietary institutions. 


This bill, as an instrument of the medical pro- 
fession and the people, requires the constant efforts 
of the local physicians and members of the medical 
staffs, as its efficiency and usefulness must necessarily 
depend upon the intelligent advice and supervision 
by the profession working cooperatively with the lay 
individuals and groups. Due to strict interpretation 
of the State Code relative to direct or indirect con- 
tract between a member of a state, county or munici- 
pal tax supported institution, the medical profession 
is barred from hospital district board membership, 
but its influence can be made effective through tact- 
ful assistance. 


A great deal of assistance may be deriyed from 
advice and material from the State Department of 
Health, Bureau of Hospital Surveys, under the diréc- 
tion of Dr. P. K. Gilman and staff. This will be 
mainly in coordination, reduction of duplication and 
efficient overall planning. 


As to the efficiency of small hospitals in providing 
hospital care, a summary of the last annual state- 
ment of our community non-profit hospital organiza- 
tion is as follows: 


January 1 TuroucH DecemBeER 31, 1946 


HOSPITAL OPERATIONS 
Receipts $74,108.81 
Expenses 


Salaries 58,175.30 


$15,933.51 


Operating gain 


Minor surgery 
Major surgery 
Orthopedic 
Obstetrical 
Caesarean 
Newborn 


Total admissions 


Adult bed complement 
Total in patients 

Total patient days 

Daily average patients 
Average per cent occupancy 
Average patient stay 


Newborn bed complement 
Total newborn patients 
Total newborn days 

Daily average newborn 
Average per cent occupancy 
Average newborn stay 


Expired: Under 48 hours 
Over 48 hours 
Stillborn 
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The hospital is the central unit in the consumma- 
tion of the program for rural medical care. As such 
it should function to consolidate the medical profes- 
sion and the community as a whole into a unit for 
improving the general health. If these developments 
in rural medical care progress as rapidly as is in- 
dicated by the organization of the 24 hospital dis- 
tricts since Senate Bill 586 was enacted, a great 
increase in diversified local hospital personnel will 
be immediately needed. This personnel is now inade- 
quately provided for in the curricula of any of our 
state, public or local schools, hospitals or institutions. 
It behooves the entire medical fraternity to take 
cognizance of this problem and institute immediate 
steps to implement this field of medical progress. 
Education of personnel of the district hospitals may 
be assisted through the services of itinerant super- 
visors in various branches of hospital operation. 

The Sonoma Valley Community Hospital Board of 
Trustees was particularly fortunate in having avail- 
able personnel from which to recruit a staff. Never- 
theless, the ultimate organization and placement of 
the individuals was only possible through careful 
selection, advice and the board members’ own per- 
sonal study and desire to ensure proper and effective 
hospital operation. There have been and still are a 
multitude of problems requiring improvement if not 
correction. There is no “Blue Book” to guide the 
course. The speed of solution is directly proportional 
to the energy and diligence applied by the naturally 
constituted leaders, the medical profession. 


SUMMARY 


1. Personal observations of the requirements of 
present day rural medical practice based on the ex- 
perience of the past 14 years’ practice in Sonoma, 
California; 

2. An argument presented for more frequent and 
comprehensive short periods of postgraduate train- 
ing for the ‘doctors, by means of providing a plan 
for continuous operation of a postgraduate hospital 
and service available to recent graduates as well as 
those already experienced in practice; 

3. Modernization of office facilities and personnel 
for more efficient and accurate operation proposed; 

4. Description of efforts and accomplishments in 
improved hospitalization through the development 
of the Local Hospital District Law and its applica- 
tion to an individual community; 

5. Small hospitals can provide efficient, adequate 
and economical care and as such are the central units 
in solving the problem of Rural Medical Service; 

6. Adequate overall progress requires the train- 
ing of a large corps of new personnel not now pro- 
vided for. This burden will necessarily fall upon the 
shoulders of organized medicine and its subsidiaries 
for planning, guidance and instruction. 

523 East Napa Street, Sonoma. 





20 


Vol. 68, No. 1 


Oral Substitution Therapy with Benzestrol for Patients with 


Estrogen Deficiency 
FLoyp E. Harpinc, M.D., Los Angeles 


O VARIAN hypofunction with estrogen deficiency 
is a common clinical problem. At times it is 
possible to correct this condition by improving the 
function of the ovary. When it is impossible to in- 
crease estrogen production, because of the menopause 
or some other condition, and undesirable symptoms 
occur, one of the estrogenic substances is given to 
the patient for temporary relief. This substance may 
be administered by injection, a method with obvious 
disadvantages,® or by way of the gastro-intestinal 
tract. 

Three types of substances have been used orally for 
substitution therapy: the natural estrogens such as 
ethinyl estradiol * and conjugated estrogens-equine ;® 
the stilbenes, synthetic drugs with estrogenic proper- 
ties, diethylstilbestrol dipropionate *® and hexestrol ;° 
and a new substance, benzestrol, unrelated to either 
the stilbenes or natural estrogens. The latter sub- 
stance has been given, in this investigation, to 157 
patients. The present paper deals with the results of 
its use. 

Benzestrol, originally called 118B and Octofollin, 
has been found to be an effective form of oral estro- 
genic therapy for women.®**:12,15.14,15,17,18 Also, it 
has been administered locally in vaginal supposi- 
tories 12-13,14 and parenterally in oil with satisfactory 
results.!!, 1? Prior to clinical investigation, Blanchard, 
Stuart, Tallman and Stebbins studied the response of 
rats to this new synthetic drug and found that - had 
desirable estrogenic properties.?-* 1° 


Benzestrol* is 2,4-di (p- hydroxyphenyl) 3. ethyl 
hexane. It is supplied in tablets of 0.5 mg., 1.0 mg.. 
2.0 mg. and 5.0 mg. The tablets are scored so that 
they may be broken into two equal parts. The daily 
dose can be divided into two, three or four parts and 
administered two to four times daily. Frequent ad- 
ministration of the tablets produces a more constant 
supply of hormone in the blood and is, therefore, 
more effective. This fact has been demonstrated by 
implanting pellets of hormone in the body. The re- 
sultant continuous absorption has been shown to pro- 
duce a greater effect mg. per mg.than the intermittant 
absorption from injections of hormone once or twice 
weekly.!° 

CLINICAL MATERIAL 


There were 56 cases of natural menopause,* 30 
cases of artificial menopause, 30 cases of other condi- 
tions with symptoms of estrogen deficiency and 41 
cases of conditions without estrogen deficiency. The 
ages of the patients ranged in years as follows: 


From the Department of Endocrinology, Ross-Loos Medi- 
cal Group. 

*The Benzestrol used in this study was obtained from 
Schieffelin and Company, New York. 

+ The word, menopause, throughout this article is used 
to include the entire climacteric period, and thus its use is 
not restricted to the time of cessation of menstruation. 


natural menopause, 39 to 59; artificial menopause, 
22 to 58; other conditions with symptoms of estrogen 
deficiency, 14 to 66; and conditions without estro- 
gen deficiency, 17 to 56. Of the patients in the natural 
menopause or climacteric period, 29 were no longer 
having menstrual period, but 27 were still having 
them, 18 regularly and nine irregularly. None of the 
artificial menopause patients were having menstrual 
periods. Of the patients with estrogen deficiency due 
to other causes, 1] were menstruating regularly, eight 
irregularly and five infrequently, but six were not 
having periods. Of the patients without symptoms 
due to estrogen deficiency, 23 were menstruating 
regularly. five irregularly and four infrequently, but 
nine were not having periods. 

Individuals in the artificial menopause group pre- 
viously had had the following operations and treat- 
ments: hysterectomy, 19 patients; bilateral oopho- 
rectomy, 11 patients; unilateral and partial bilateral 
oophorectomy, seven patients; x-ray therapy to the 
ovaries, five patients; and intrauterine radium treat- 
ment, one patient. In the group of other conditions 
with symptoms of estrogen deficiency the following 
diagnoses were made: ovarian deficiency, ten cases; 
primary and secondary amenorrhea, eight cases; 
dysmenorrhea, four cases; premenstrual tension, 
three cases; senile vaginal atrophy, three cases, 
frigidity, one case; and chronic mastitis, one case. 


RESULTS 


A satisfactory result with at least 50 per cent relief 
of symptoms was obtained in 43 of the 56 patients 
with natural menopause, or in 76 per cent. Five pa- 
tients received no benefit, but since they responded 
to other estrogens, they were included in this group. 
For further details of the group see Table 1, which 
also includes the results with six individual patients 
to show the percentage of relief due to various daily 
doses. 

Twenty-six patients in the artificial menopause 
group obtained at least 50 per cent relief of symp- 
toms. This was 87 per cent of the number treated. 
These results are found in Table 2 along with the 
data on four individual patients. 

The estrogen deficiency symptoms in a number of 
other conditions were decreased by 50 per cent or 
more in 19 patients with an average daily dose of 7 
mg. Less than 50 per cent improvement was obtained 
in 1] patients with an average daily dose of 6 mg. 
These figures do not give the per cent of improvement 
in the conditions themselves, such as amenorrhea, 
dysmenorrhea, senility, etc., but only show the per 
cent of relief from the hot flashes (in a few patients) , 
nervousness and other symptoms of estrogen defi- 
ciency of which the patients complained and the 
objective estimate of per cent of improvement in 
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THERAPY WITH BENZESTROL 


TABLE 1, —Results with Benzestrol in the Natural Menopause 





Per cent relief* 
No. of patients treated 
Average daily dose 





Examples of individual cases with daily dose....Patient 
Patient 
Patient 
Patient 
Patient #133 
Patient #153 





90 75 50 25 
4 8 10 8 
9mg. Illmg. 6mg. 6mg. 
10mg. 5mg. 
5 mg. 
10 mg. 
5 mg. 
10 mg. 
5 mg. 


15 mg. 

15 mg. 
15 mg. 
10 mg. 


10 mg. 
5 mg. 
3 mg. 
5 mg. 


2 mg. 1 mg. 


2 mg. 


* It is realized that it is impossible to judge the amount of relief by exact percentages, but because of simplicity the 
following figures are used in Tables 1, 2 and elsewhere instead of their descriptive equivalents: 


00%—patient entirely free of symptoms. 


« 


PAPAAAAL 
APTS wde 


—no improvement. 


infantile uterus and breasts, personality, atrophy of 
the vaginal mucosa, etc. 

When benzestrol was given to patients with poor 
vaginal cell cornification, vaginal smear tests showed 
an increase in the amount of glycogen in the cells 
and greater cornification. Likewise, an increase in 
vaginal moisture was frequently noticed. The effect 
of estrogen stimulation was also observed in the 
breasts as a few of the patients stated that tenderness 
in the breasts was caused by taking the tablets. 
Examination at that time showed greater fullness of 
the breasts and, in the younger women, an increase in 
breast development. 

Six patients with psychoneuroses, one with manic- 
depressive psychosis and one with migraine headache 
received an average daily dose of 5 mg. of benzestrol. 
An average of 50 per cent improvement seemed to 
have been obtained in these cases, but relief was be- 
lieved to be either psychological or due to the phar- 
macodynamic action of the drug, rather than to its 
estrogenic activity. 

Thirty-three paticnts, most of whom were classed 
as psychoneurotics and in whom no estrogen defi- 
ciency was believed to exist because of the absence of 
true hot flushes and other symptoms, were treated 
with benzestrol in varying amounts from 1 mg. to 
15 mg. daily, the average daily dose being about 7 
mg. In all these patients, nervous symptoms similar to 
those of estrogenic deficiency were present, and each 
patient believed that her condition was due to ovarian 
deficiency. In some cases the patients had “sweats” 
and it was difficult to be sure that they were not hot 
flushes. Five of these patients had had hysterectomies. 
No beneficial result was obtained in this group, which 
substantiated the clinical diagnosis. 

Benzestrol caused some patients during continuous 
treatment to have changes in menstruation that were 
considered undesirable. Uterine bleeding was pro- 


di 
) 90%—patient almost entirely free of symptoms. 

) 75%—more than 50% improvement but not free of symptoms to the extent of those in group (2). 
) 50%—patient still has about half of her symptoms. 

) 25%—less than 50% improvement but having definitely more benefit than those in group (6). 

} 10%—very slight but noticeable improvement. 


duced in five menopause patients taking 15 mg. daily. 
Three of these patients had had bilateral oophorec- 
tomies. Menstruation became too frequent in one 
patient who was taking 3 mg. daily, and it decreased 
in amount in three patients taking daily 2.5 mg., 
3 mg. and 5 mg. respectively. A menstrual period 
was missed when the following daily doses of ben- 
zestrol was given to four patients: 2.5 mg., 5 mg., 
5 mg. and 10 mg. Dysmenorrhea was caused in one 
patient who was taking 15 mg. daily. In all, there 
were 14 undesirable effects, which comprised 11 per 
cent of the 132 patients with intact uteri. 

Other changes were classed as desirable. Menstrua- 
tion, previously occurring early, started more nearly 
on time in three patients with an average daily dose 
of 9 mg. Mid-period spotting stopped while one pa- 
tient was taking 15 mg. daily. 

Eight patients had changes in menstruation that 
were probably not caused by the tablets. 

Incidentally, one patient became pregnant during 
a course of treatment with 3 mg. daily. 


TOXIC REACTIONS 


Undesirable symptoms were caused by benzestrol 
in 11 patients (7 per cent). Five patients (3 per cent) 
had gastro-intestinal disturbances, four with nausea 
and one with loss of appetite. The following symp- 
toms were also troublesome in the same five patients: 
acid eructations, one patient; “bad taste in the 
mouth,” one patient; general malaise, one patient; 
and diarrhea, one patient. Three patients (2 per cent) 
had itching of the skin, two with a rash and one with 
general malaise. Three patients (2 per cent) became 
very nervous while taking the tablets. In addition, 
one of these patients had flushing of the face and one 
complained of dizziness. 

The average daily dose given to the patients who 
developed toxic reactions was 9 mg. A smaller dose 


TABLE 2.—Results with Benzestrol in the Artificial Menopause 


Per cent relief 
No. of patients treated 
Average daily dose 





Examples of individual cases with daily dose....Patient #42 
Patient #74 
Patient #111 
Patient #156 


90 75 50 25 
3 8 6 1 
17mg. 10mg. 12mg. 5Smg. 


10 mg. 
15 mg. 
15 mg. 
10 mg. 


6 mg. 2 mg. 
5 mg. 
10 mg. 


5 mg. 
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could have been given to some of the patients with- 
out causing symptoms. This effect of a change in 
the dose was demonstrated in three patients. Nausea 
stopped when the dose was cut from 15 mg. to 5 mg. 
daily. A “driven feeling” reported by a patient tak- 
ing 10 mg. daily was no longer present when 5 mg. 
was used. A rash and itching of the skin produced in 
one patient by 5 mg. daily cleared up on 1 mg. daily. 
This latter patient, however, had very little relief 
from her hot flushes on 1 mg. daily although 5 mg. 
daily gave 50 per cent relief. 

Nine patients (6 per cent) had symptoms that 
were probably not due to the tablets. Three patients 
were slightly more nervous, but they preferred to 
continue taking the tablets as they felt better in gen- 
eral. One patient who complained of sleepiness be- 
fore taking the tablets thought she became a little 
more sleepy. Three patients complained of gastro- 
intestinal symptoms, but in one case there was gastric 
ulcer, in another, colitis with similar “attacks” previ- 
ously, and in the third, “all medicines upset the 
stomach.” It was thought by one patient that the 
tablets caused hives, but this supposition was prob- 
ably untrue as urticaria occurred frequently before 
taking the tablets. One patient complained of a “pres- 
sure in the head” which lasted only a short time even 
though the tablets were continued. 


DISCUSSION 


Benzestrol gave most of the patients satisfactory 
relief of their estrogen deficiency symptoms. This 
improvement occurred whether the condition was 
caused by primary or secondary ovarian failure dur- 
ing the menacme, by the natural or artificial meno- 
pause or by senility. With this treatment the response 
was less intense than it was when diethylstilbestrol 
dipropionate or hexestrol were used. Thus a larger 
dose was necessary when benzestrol was used instead 
of the stilbenes, and the amount usually employed 
ranged from 5 mg. to 15 mg. daily. This dosage 
gave satisfactory relief to 76 per cent of the patients 
with the natural menopause and to 87 per cent of 
those with the artificial menopause. These figures 
compare favorably with the results previously ob- 
tained with other estrogenic substances.®.*.7:5 While 
no attempt. was made to get 100 per cent improve- 
ment in a greater number of the patients by employ- 
ing larger doses, it was believed possible to do so 
because some patients responded much better to 15 
mg. than to 5 mg. or to 10 mg. However, at times 100 
per cent relief was obtained with a 5 mg. dose. If 
the doses given were not large enough, the treatment 
was changed to hexestrol or stilbestrol. These drugs 
were cheaper than benzestrol and their use was 
practical when a very strong estrogenic effect was 
required. 

Objective proof of the estrogenic potency of ben- 
zestrol was demonstrated by vaginal smear tests 
showing an improvement in cell cornification, by an 
increase in vaginal moisture, by greater breast full- 
ness and by the production or inhibition of uterine 
bleeding. 


Although not a part of this study, it was found that 
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several patients who were unable to take .5 mg. to 1 
mg. of stilbestrol because of severe nausea could 
take 5 mg. to 15 mg. of benzestrol without nausea. 
Some patients were nauseated by therapeutic doses 
of stilbestrol, hexestrol, and benzestrol administered 
separately, but others were nauseated by only one or 
two of these substances. Of the three, stilbestrol was 
the most likely to cause nausea, whereas benzestrol 
and hexestrol were much less likely to cause it.®-§ 


SUMMARY 


Benzestrol satisfactorily relieved women of the 
symptoms due to estrogen deficiency. In addition 
objective proof was obtained of its estrogenic po- 
tency. The amount necessary to produce a good ther- 
apeutic effect varied from 5 mg. to 15 mg. daily. 
A few mild toxic reactions occurred with the use of 
benzestrol, but in this respect it was preferred to 
diethylstilbestrol dipropionate, which caused a much 
higher percentage of reactions. 

947 West 8th Street, 
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“WARTS” 


H. J. Tempteton, M.D., Oakland 


bis lowly wart is one of the skin diseases most 
frequently observed in general practice. It is 
especially common among young patients. Of 4,533 
students who were seen in my clinic during one 
academic year at the University of California In- 
firmary. 540 came because of warts. About the same 
ratio holds true in private practice. 

Although there is a correct, though vague, idea 
among laymen that warts are contagious it is not 
generally known that they are caused by a specific 
infection, viral in nature. If warts are curetted off, 
ground up in saline solution and this solution is 
passed through a Berkfeld filter, the filtrate will pro- 
duce warts at the site of inoculation into the skin of 
human volunteers or experimental animals. The in- 
cubation period is quite variable but nearly always 
quite long. I have shown elsewhere that as long a 
period as eighteen months may elapse between inocu- 
lation and the appearance of the wart. Others have 
stated that this interval may be as long as several 
years. This fact has great bearing upon the cure of a 
crop of warts in an individual. For after the physi- 
cian has thoroughly and successfully destroyed every 
trace of visible warts he cannot assure the patient 
that others have not already been “planted” and may 
not develop several months later. This point should 
be carefully explained to the patient. I forestall criti- 
cism by quoting the quite accurate, but easily under- 
stood remark of one of my patients. He said, “Doc, 
warts are just like weeds in a garden. You pull them 
all out and think you have them all, but pretty soon 
there is another crop. All you can do is keep on 
weeding until you get them all.” 


One need say little in this discussion concerning 
the pathology of -warts. Occasionally they have been 
mistaken microscopically for low grade squamous 
cell epitheliomas, but this error is infrequent. True 
warts, verruca vulgaris, never become malignant. It 
is true that so-called “‘senile warts” of the face, and 
“seborrheic warts” of the trunk may and do degen- 
erate into malignancies, but these are not warts at 
all but rather they are varieties of keratoses. Patients 
are much happier after having been reassured on this 
point. 

The different types of warts are merely variants 
on the skin of identical or at least similar virus in- 
fections. Certain of them may differ from others 
because of local environment. Thus, the huge cauli- 
flower masses of condyloma acuminatum seen around 
the anus, around the vulva, beneath pendulous breasts 
or underneath the foreskin are nothing but masses 
of common warts growing luxuriantly in areas of 
dampness, darkness and friction. Likewise, the wart 
on the sole of the foot, even though it may be called 
papilloma or plantar wart, is a common wart which, 
being unable to grow outward because of pressure, is 
forced to grow deep into the skin where it produces 


painful pressure symptoms. Beard warts are generally 
tiny and multiple; tiny, because of being shaved off 
daily, and multiple because of being inoculated over 
the face by minute razor cuts. But still they are 
basically the same process as the large wart on the 
thumb. There is one special variety that is somewhat 
different and interesting—the plane, flat or juvenile 
wart. This type generally occurs on the face or hands 
in large numbers, is always small—about one to 
three millimeters in diameter—never becomes large 
and is a flat-topped, elevated, plateau-like papule. 
But even with its marked variation from the ordinary 
wart in appearance, investigators have found that 
the virus is similar or identical. 


Ease of curability of warts varies from the facil- 
ity with which Tom Sawyer cured his with stump 
water to the difficult cases in which removal of areas 
of skin followed by grafting is necessary. Although 
one hesitates to say so, psychotherapy seems occa- 
sionally, but rarely in my experience, to cure warts. 
Bruno Bloch wrote a rather long thesis describing 
his cures by suggestion. Upon this basis rest the 
cures by various “negro mammy” methods of treat- 
ment. It is also possible that some of our more mod- 
ern treatments such as injections of bismuth or 
neoarsphenamine may depend upon suggestion. Al- 
lington demonstrated that injections of colored water 
cured just as many patients in his series as did 
sulpharsphenamine. And although Lurie has reported 
almost perfect results following bismuth injections, 
my own experience is that the number of cures by 
this method rather closely paralleled the cures from 
injections of colored water. In brief, my experience 
with these agents has been so disappointing that I 
reserve them for cases in which warts occur in such 
huge numbers as to make radical destruction im- 
practical. 


Common warts on the glabrous skin are cured 
with greatest certainty by destructive measures. My 
personal preference is for electrodesiccation. After 
anesthesia with procaine, the wart is desiccated until 


- it turns white. The end point is when a certain sudden 


incandescence occurs beneath the wart. Then with 
manicure scissors the wart is freed from the normal 
skin around it, after which the base is thoroughly 
curetted. If electrodesiccation is not available, a fine 
tipped actual cautery can be used. If neither is avail- 
able one can free the wart with fine scissors, curette 
the base thoroughly and paint the dry base with pure 
phenol. With any of these methods some scarring 
is apt to result, of which the patient should be warned 
in advance. If it is desirable to avoid all scarring and 
an open wound, x-ray or radium may be used. Both 
of these are excellent treatments for warts even 
though the 72 per cent rate of cure reported by the 
Mayo Clinic following their use is definitely lower 
than that obtained by destructive measures. 
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Plantar warts when large or multiple present an 
exceptionally difficult problem. If they are small, say 
below five millimeters in diameter, destructive meth- 
ods such as those just mentioned are excellent. But 
if the warts are of greater size the wounds which 
result from destruction are so painful and so slow in 
healing as to make destructive measures inadvisable. 
I hesitate to produce a scar on the sole of the foot 
over pressure areas, weight bearing areas, because 
such a scar may be permanently painful. It is on 
plantar warts that radiation therapy—either x-ray or 
radium—works best. If it should fail, one can always 
resort to desiccation, the cautery or excision. 

Montgomery of New York has recently reported 
good results from a modernization of an old-fash- 
ioned treatment of plantar warts. First he pares the 
wart down to the bleeding capillary points. Then he 
paints the denuded base with full strength bichlora- 
cetic acid. When this has dried and bleeding has 
ceased he applies 40 per cent salicylic acid plaster to 
the area, leaving it on until the next visit to the office 
when the treatment is repeated. 


There is a special variety of plantar warts in which 
there is a solid plaque of small warts existing side by 
side in a mosaic pattern. These masses of so-called 
“mosaic warts” are often two to three centimeters in 
diameter and are particularly difficult to treat. Be- 
cause of the size of the resulting wound they should 
not be treated by electrodesiccation or the cautery; 
nor should x-ray or radium be used because of the 
danger of radiodermatitis. They should be treated 
conservatively by the paring-salicylic acid method 
mentioned in the preceding paragraph or by another 
good conservative method which consists of daily 
paring and soaking of the pared area in a puddle of 
4 per cent formaldehyde in water. 
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Condyloma acuminatum — masses of warts in 
moist areas such as around the vulva, the anus, the 
foreskin or beneath pendulous breasts—yield spec- 
tacularly well to simple applications of 25 per cent 
resin of podophyllin in olive oil. This treatment is 
almost specific. The mixture is applied to the warty 
masses about once a week. As a rule the warts 
disappear completely after two to four of such 
treatments. — 

Beard warts yield nicely to destruction with a fine 
tipped electrocautery, but recurrences are frequent. 
I know of no local application or antiseptic which 
tends to prevent such relapses. 

Plane, flat, or juvenile warts, seem to respond 
sometimes to the oral administration of Fowler’s solu- 
tion or protiodide of mercury. With such oral medi- 
cation one may combine daily painting of each flat 
wart with tincture of iodine on a toothpick. Occasion- 
ally, if they occur in great numbers on the face, a mild 
face peeling with 10 to 15 per cent salicylic acid oint- 
ment applied once daily is the most practical treat- 
ment. Unfiltered x-ray therapy is also valuable. 

One of the newer ideas in treating warts is that of 
Biberstein. He prepares a suspension made of warts 
ground up in saline and inactivated. This is injected 
at intervals intradermally. Not only is this method 
not fully proved, but the source of supply is uncer- 
tain. Another new idea, quite practical, consists of 
blocking off the blood supply of each wart by in- 
jecting beneath its base a very small quantity of a 
sclerosing solution such as 50 per cent glucose. 

In following any method of treatment of warts, 
one should remember that they are benign growths, 
that they are rarely harmful and that they may spon- 
taneously disappear. Therefore, any treatment which 
might do the patient harm should be avoided. 

3115 Webster Street. 
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Overlooked Foreign Body in the Tracheobronchial Tree 


Case Report 


Max E. Cutipress, M.D., Pau C. Samson, M.D., and Davin J. Ducan, M.D., French Camp 


Ts presentation of this case, with a brief de- 
scription of its complications and management, 
represents an effort to produce awareness of the 
aspirated foreign body as a cause of broncho-pul- 
monary suppuration in children. 


CASE HISTORY 


A six year old female was admitted to the San Joaquin 
General Hospital on March 15, 1946, with the complaints 
of persisting non-productive cough and intermittent low grade 
fever for the past four years. During this period, she had 
been examined by several physicians who had made the re- 
peated diagnosis of an upper respiratory infection. No his- 
tory of foreign body aspiration had been obtained, and 
roentgen examination had not been performed. 

The child, who was fairly well nourished, suffered from a 
frequent cough which gave one the impression of moist 
viscid bronchial secretions, yet she produced no sputum. 
There were barely perceptible inspiratory lag, dullness to 
percussion and diminished breath sounds at the right lung 
base. Clubbing of the digits was noted. 

Hemoglobin was 70 per cent, erythrocytes numbered 
3,800,000 and leukocytes 13,400. A roentgen film of the 
chest (Fig. 1) was interpreted as follows: “There is a 
metallic foreign body (nail) measuring approximately 3 cm. 
in length lying in the right stem bronchus and extending 
somewhat into the trachea. There is an irregular calcification 
at the distal end, which may be around the head. Irregular 
patches of pneumonia are noted involving the major portion 
of the right lower lobe with highlights in situ suggesting 
an underlying bronchiectasis.” 

On March 16 the shaft of a 14-inch nail was extracted 
from the right main stem bronchus, aspiration of a large 
amount of foul purulent discharge was carried out and a 
marked amount of granulations just below the upper lobar 
bronchial meatus was noted. The head of the nail was 


From the Thoracic Surgery Service, San Joaquin Gen- 
eral Hospital, French Camp, California. 


Figure 1.—Nail in right stem bronchus showing disin- 
tegrated portions of head and secondary pulmonary 
changes of right middle and lower lobes after four years. 


Figure 2.—Postbronchoscopic removal of nail shaft and 
head revealing residual right basal atelectasis. 


not seen. From March 24 to September 23, 1946, three 
bronchoscopies were performed. On June 8, fine, black 
mineral-appearing granules were removed from the right 
stem bronchus—undoubtedly the disintegrated portions of 
the nail head. These granules caused the shadows originally 
interpreted as irregular calcifications (Fig. 2). Broncho- 
grams were made on August 8. There was a bronchostenosis 
just proximal to the middle lobar orifice with bronchiectasis 
and atelectasis of the right middle and lower lobes. 

Following each bronchoscopic drainage, the child’s con- 
dition improved temporarily, then gradually deteriorated as 
noted by loss of appetite, lethargy, foul odor to breath, in- 
creased cough, wheezing, low grade fever and anemia. 
Prior to operation a transfusion of whole blood raised the 
hemoglobin from 60 to 90 per cent. The patient was placed 
on frequent postural drainages and penicillin was admin- 
istered by the intramuscular and aerosol routes. 

Lobectomy was performed September 28 by one of us 
(P.C.S.) with endotracheal anesthesia of cyclopropane and 
ether. Because of excessive suppuration, immediate pre- 
operative aspiration bronchoscopy was executed. The pleural 
cavity was surprisingly free of adhesions. The stem bronchus 
was immediately approached posteriorly, dissected, free, and 
clamped just distal to the upper lobar orifice to prevent 
manipulative spill-over of purulent secretions into the con- 
tra-lateral lung. After the vessels had been secured, the 
middle and lower lobes were amputated and the bronchus 
was closed with a single row of interrupted fine silk sutures. 
The stump was then pleuralized. Fifty thousand units of 
penicillin were left in the pleural space. An upper anterior 
and a lower posterior intercostal catheter were inserted for 
connection to water-seal drainage bottles. 

During the immediate postoperative period the patient 
was aided in evacuating of the tracheobronchial secretions. 
Catheter aspiration of the hypopharynx to provoke the cough 
reflex and postural drainage were employed at frequent 
regular intervals to attain this result. The character of the 
sputum changed from blood streaked to “prune juice” on 
the sixth postoperative day and ceased on the eighth day. 
On the 19th day the patient was discharged completely free 
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Figure 3.—Sectioned operative specimen, the middle lobe 
is to the right. (See text.) 


_ Figure 4.—One month postoperatively. Note that remain- 
ing right upper lobe has completely filled the right hemi- 
thorax and that the resected 7th rib has already partially 
regenerated. 


from the previously listed physical signs and symptoms. 

Examination of the operative specimen revealed partial 
stenosis of the stem bronchus, and both lobes contained 
bronchiectatic abscesses. The lower lobe was completely 
atelectatic and the middle lobe partially so. Lymph node 
hyperplasia was marked (Fig. 4). 


COMMENT 


A retrospective analysis of any case is often il- 
luminating. The development of a lesion becomes 
obvious and logical—at times to the point of em- 
barrassment. Therapeutic decisions can be made 
with ease from hindsight, but unfortunately they 
cannot be applied. For instance, the history indicates 
that this child aspirated a nail at the age of two with- 
out the knowledge of either parent. Thus, the ideal 
time for bronchoscopic removal was missed. As the 
result of an inadequate history and the failure to 
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make proper roentgen studies, she carried the nail 
for four years and developed a very nearly fatal 
broncho-pulmonary suppuration. 

Chevalier Jackson’ in an analysis of over 200 
cases of foreign body states that “the failure to 
make the diagnosis is due not so often to the in- 
ability to make it as to the failure to consider it 
as one of the diagnostic possibilities.” He further 
stresses the symptomless interval as the chief cause 
of overlooked foreign bodies. There is usually an 
interval between the initial symptoms and the onset 
of the later symptoms due to secondary changes in 
the lung. The interval may be a few hours in the case 
of peanut kernels, a few months in the case of for- 
eign bodies composed of metals and glass if they are 
not obstructive, and may extend to even a few years 
in the case of pins and similar slender metallic 
objects. 


It is presumed that the parents of this child shed 
their concern for a false sense of security, after the 
initial symptoms subsided, thus allowing the nail 
to produce the secondary pulmonary changes de- 
scribed. Thereafter, various physicians failed to con- 
sider foreign body as a diagnostic possibility to ac- 
count for the patient’s illness. 

In children, the physician should always consider 
a foreign body of the tracheobronchial tree when 
cough with moderate fever persists, or when rhonchi 
of an unexplained nature are encountered—“All is 
not asthma that wheezes.”’ The more dramatic 
physical signs of respiratory distress, which result 
from complete occlusion of the larger bronchi, 
usually provoke a searching investigation so that the 
foreign body becomes apparent. If, after the usual 
diagnostic methods, including roentgenogram, fail 
to reveal a suspected foreign body, the tracheo- 
bronchial tree should be subjected to bronchoscopic 
exploration. The risk of bronchoscopy is negligible 
when compared to the complications of a retained 
foreign body. 

SUMMARY 


1. A case presentation has been made emphasiz- 
ing the complications of unsuspected foreign body 
in the tracheobronchial tree. 

2. Brief comment has been made on the danger 
of overlooked intrabronchial foreign bodies in 
children, stressing the symptomless interval, the im- 
portance of considering foreign body in the differ- 
ential diagnosis and the value of bronchoscopic ex- 
ploration in doubtful cases. 
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URETERAL REFLUX 


JAMES STEINBERG, M.D., Los Angeles 


|B pve ing reflux presents aspects that have led 
to a wide divergence of opinion among observers 
of this phenomenon. Uretero-vesical valve disease 
and bladder neck obstruction, or a combination of 
both appear to be among the principal controversial 
etiological factors. 

The case here cited emphasizes the importance of 
ureteral reflux in differential diagnosis of right lower 
abdominal quadrant pain, as well as pointing out its 
connection with bladder neck obstruction. 


CASE REPORT 


A female, age 14, gave a history of repeated attacks of un- 
explained fever, somewhat similar to the present illness, 
since birth. 

The present attack gave all the classical symptoms and 
findings of acute appendicitis—right lower quadrant pain, 
fever, nausea, vomiting, rebound tenderness and leukocytosis 
—but with a negative urine. The patient was operated upon 
and the appendix removed. 

Postoperatively, the right lower quadrant pain continued 
accompanied by difficulty in voiding requiring catheteriza- 
tion. There were chills and fever of 104 degrees and findings 
in the urine of pus with gram negative bacilli and gram 
positive cocci in pairs and chains. This was treated with an 
in-dwelling catheter and medication which resulted in dis- 
appearance of the symptoms. 

After two such repeated attacks of pyelocystitis with a 
residual bladder urine of 250 cc. during which the pain 
shifted from the right to the left lower abdominal quadrant, 
the patient was cystoscoped. The bladder wall was highly 
inflamed and trabeculated. Both uretero-vesical orifices 
showed golf cup depressions. The bladder neck gave the 
appearance of a general contracture with a V notch an- 
teriorly. A cystogram showed bilateral ureteral reflux. 

There was a bilateral pyelitis of staphylococcic and 
streptococcic origin. The ureters and pelves showed no 
abnormalities in the x-ray films, with the exception of 
blunting of the minor calices. 

Operation with bladder neck resection was done and the 
obstruction to the flow of urine through the bladder neck 
was removed. This was followed by recovery with complete 
emptying of the bladder, disappearance of the ureteral re- 
flux and disappearance of the infection. 

Pathology: The tissue removed from the bladder neck 
weighed four grams and microscopically showed hypertrophy 
of the bladder, chronic cystitis with extensive fibrosis and 
organizing granulation tissue. 

This case has been observed for the past year. During 
that time there has been no residual bladder urine, no 
fever, no pain and the urine has remained clear of infection 
except for two recurrences of pus and colon bacilli in the 
urine. Each of these recurrences was cleared up in a few 
days by palliative treatment with administration of sulamyd. 
No residual urine in the bladder nor symptoms of ureteral 
reflux appeared during these two attacks of pyuria. 


From the Department of Urology, Cedars of Lebanon 
Hospital, Los Angeles. 

Read before the Section on Urology at the 75th Annual 
Seeeren oF oe Medical Association, Los Angeles, 
May (-10, 1946, 


REVIEW OF LITERATURE 


Review of the literature on ureteral reflux gives 
evidence of widespread interest in it as well as in the 
many diversified opinions that have arisen in the 
course of study on the experimental animal as well 
as the human subject. The following abstracts of 
previous reports briefly crystallize this situation. 

Bladder regurgitation in the animal as shown by 
Auer and Seagar’ is brought about through the 
rigidity and patence of an experimentally inflamed 
uretero-vesical valve in the presence of a low intra- 
vesical pressure and further it has been shown that 
the reflux is stopped by increasing the intravesical 
pressure. In explanation of this observation, it may 
be deduced that the oblique intramural portion of 
the ureter renders it more susceptible to closure by 
pressure on the bladder wall by the bladder contents. 

Graves and Davidoff * have demonstrated ureteral 
reflux in normal bladders as frequently as in abnor- 
mal bladders and ureters. The chief factor found was 
that good bladder tone was indispensable to the pro- 
duction of ureteral reflux. 

Bumpus’? in a large series of cases showed that in 
the human subject the principal causative factor lies 
in the diseased inflamed rigid uretero-vesical valve 
and ureter, and that regurgitation is only occasion- 
ally affected by lower urinary tract obstruction in the 
adult. Graves and Davidoff* on the other hand 
demonstrate bladder regurgitation in the presence 
of an actively contracting bladder, most particularly 
in cases with vesical neck obstruction. 

Prather ® concludes that “discrepancies are prob- 
ably due to differences in length and musculature 
and degree of damage from the disease of the uretero- 
vesical valve in animals as well as in the human sub- 
ject resulting in a greater incidence of ureteral reflux 
in shorter and more poorly developed musculature of 
the diseased uretero-vesical valve.” 


DISCUSSION 


The case under discussion emphasizes the im- 
portance of ureteral reflux in the differential diag- 
nosis of right lower abdominal quadrant pain. Three 
significant preoperative observations, occurring to- 
gether as they did in this instance, should direct atten- 
tion to the urinary tract for investigation as a possible 
cause of the clinical symptoms. 

1. The history of previous similar attacks of un- 
explained fever. 

2. The shifting of pain from the right to the left 
lower abdominal quadrant. 

3. The presence of a large, enormously distended 
bladder with residual urine, even though this urine 
was not infected. It may also be noted in this connec- 
tion that the absence of infection in the urine in 
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cases of idiopathic fever does not of itself preclude 
the possibility of urinary tract disease. 

As to the mechanism of production of the disease 
in this case, it may be noted that the increased intra- 
vesical pressure, induced by incomplete emptying of 
the bladder as a result of the bladder neck obstruc- 
tion, probably produced the two golf cup depres- 
sions at the uretero-vesical orifices, simulating the 
mechanism of production of a beginning diverticu- 
lous orifice. Logically the continuation of this pres- 
sure of the bladder contents directed against the 
inflamed weakened uretero-vesical valves also caused 
the ureteral reflux. 

A ureter entering the bladder at a right angle 
would not be closed as readily as if it ran in an 
oblique direction, and would therefore be more 
susceptible to regurgitation. This is borne out in 
diagonal ureteral transplantation into the bladder in 
contradistinction to the shorter right angle implanta- 
tion, for in the latter case there is a greater tendency 
to ureteral reflux, as shown by the experiments of 
Graves and Davidoff.® 


Further evidence that the obstruction at the neck 
of the bladder was a definite factor in the production 
of the bladder regurgitation in this case may be de- 
duced from the clinical course of the disease. Each 
time a retention catheter was used continuously to 
empty the bladder of its contents and thereby relieve 
the intravesical pressure, the symptoms subsided. 
Each time the catheter was removed, the symptoms 
of ureteral reflux recurred. 


Since permanent removal of the bladder neck ob- 
struction by operation, the symptoms of reflux have 
not reappeared despite the fact that there has been 
an occasional recurrence of the urinary infection 
with cystoscopic evidence of moderately inflamed and 
weakened uretero-vesical valves. 


The treatment indicated as a result of these find- 
ings in ureteral reflux with bladder neck obstruction 
is obviously removal of the obstructive factor by 
temporarily using an in-dwelling catheter. If the 
symptoms are thus relieved, then permanent removal 
of the obstruction should be done to cure the ureteral 
reflux. 


SUMMARY AND CONCLUSIONS 


1. A case of ureteral reflux has been reported in 
which bladder neck obstruction appears to have 
caused increase of intravesical pressure which in turn 
produced ureteral regurgitation by the continued ac- 
tion of the bladder contents on the inflamed uretero- 
vesical valves. 

2. The importance of ureteral reflux in differential 


Vol. 68, No. 1 


diagnosis of right lower abdominal quadrant pain is 
pointed out. 

3. Urinary tract study in recurrent attacks of un- 
explained fever may prove to be of considerable 
value. 

4. Given a case of ureteral reflux with the support- 
ing facts of the case reported, it is reasonable to 
assume that the bladder neck obstruction is the 
pivotal point of the reflux and that permanent re- 
moval of the obstruction is the logical procedure to 
obtain a cure. 

1052 West Sixth Street. 


DISCUSSION BY JAMES L. BRAY, M.D. 


Dr. Steinberg is to be congratulated in bringing to us this 
very interesting subject and demonstrating a case of ureteral 
reflux secondary to bladder neck obstruction. 

While there is considerable disagreement on the me- 
chanism of ureteral regurgitation, it has been produced by 
investigators under different circumstances and most of the 
investigators seem to agree that some abnormality of the 
urinary tract is necessary before ureteral reflux may occur. 

Apparently, nature did not intend for the bladder contents 
to regurgitate to the kidney and took precautions to pre- 
vent this as a protection to the kidney. That it does some- 
times occur seems to bear out the theory that some defect 
is present, even though we may not recognize it. 

If ureteral reflux could occur easily in normal individuals, 
one would expect to find ruptured kidneys when the bladder 
is ruptured by powerful external blows. I do not recall of 
having heard of such a case, although it does seem possible 
if the ureteral vesical valves were inefficient. 

Dr. Steinberg has pointed out a case of ureteral reflux 
secondary to vesical neck obstruction and the relief of this 
condition by correcting the constriction of the bladder 
neck. This case clearly demonstrates the advisability of hav- 
ing urologic study before abdominal surgery is carried out. 
It also suggests to me that cystograms should be done in 
cases of renal pain which is not satisfactorily explained by 
pyelograms. We may be overlooking ureteral reflux. 
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LEUKONYCHIA® 


Douc ass W. Montcome_ery, M.D. 


bee white spots that so frequently occur on the 
nails, especially in young women, have a num- 
ber of names, many of them frivolous, such as 
“kisses,” “wishes,” or “gift spots.” Like most strange 
happenings they have their folklore also, and in 
Bavaria, according to Heller,?-* it is believed that 
the person having them shall live as many years as 
there are spots on the nails, while on the Rhine the 
person having them is held to be a liar. That the 
names should be frivolous is often quite fitting, as 
frequently the spots are of trifling importance. This, 
however, is far from saying that they are of no ac- 
count whatever, as nothing pertaining to the human 
being is that, and, furthermore, this symptom, under 
certain circumstances, may have a grave significance. 

Jonathan Hutchinson once aptly said: “It is con- 
venient to think of a nail as a gigantic flattened hair.” 
The nail plate corresponds to the hair, the slot out 
of which it springs to the hair follicle, and the matrix 
from which the nail grows is analogous to the hair 
papilla. The matrix, as being an organ of growth, is 
composed of very soft cells, and in these cells there 
are scattered minute particles of air, ordinarily in- 
visible. When, however, the root of the nail is rudely 
pressed upon, as is often the case in pressing back 
the posterior nail-fold in manicuring, the injury 
causes the cells to imbibe an unusual quantity of 
air, so forming the white spots and stripes. That 
these spots are air can be demonstrated by dark- 
field illumination of sections of the nail in which the 
air-filled spaces show white against the darker, 
normally dense nail substance.’ Also, if the surface 
of the nail, which in leukonychia is smooth, is cleared 
off with a file one finds that the white spot is com- 
posed of cells which are crumbly, soft and infiltrated 
with minute air bubbles which, by refraction, give 
the white cloudy appearance. This cloudiness is often 
marked, and Sabouraud compares it to the stratified 
clouds seen in the sky on a summer evening. Heid- 
ingsfeld of Cincinnati, therefore, was perfectly cor- 
rect in stressing this kind of injury in the production 
of this symptom, and it accounts for its frequent oc- 
currence in young girls who are so interested in nails 
as ornaments. 


Leukonychia of the nails of the toes is not nearly 
so frequently observed as of the fingers. They, of 
course, are not so exposed to view, and they are also 
not so exposed to the peculiar kind of injury incident 
to manicuring. The injury of manicuring is directly 
over the lunula, and therefore directly over the matrix 
where, as was said before, leukonychia arises. 

There are other, more important causes than local 
injury for the production of both transverse furrows 


*Editor’s Note: This delightful little classic was found in 
the editor’s files. Dr. Montgomery died December 20, 1941. 
For many of his old friends, the reading of this article will 
bring pleasant memories of a witty, thoughtful man. 


and white streaks and dots across the nails. They 
may occur as one of the results of severe fevers, the 
constitutional turmoil evidently so affecting the 
matrix as to give rise to this expression of abnormal 
growth. This may be of great importance forensically 
as fixing the date of a previous severe illness. It is 
known that the nail grows at the rate of about 0.1 
millimeter a day, and that it takes approximately 
four months for it to progress from its base at the 
posterior nail-fold to the white lines of its free 
terminal border. Of course some allowance may be 
made for retarded growth during the weakness of 
convalescence, and also there is a difference in the 
rate of growth in the young and in the aged, but 
nevertheless this is the average. 

White stripes or cross ridges have been observed 
corresponding to severe attacks of typhoid or typhus 
or other severe fevers, and one case has been re- 
ported in which each attack of relapsing fever was 
followed by a leukonychia stripe, definitely showing 
the connection between the attack and the occurrence 
of the lesion on the nails.” 

At one time I had under my care a man, aged 30, 
who had just recovered from an attack of acute 
articular rheumatism, with a cardiac residue. When 
he came to me he was still suffering from excessive 
sweating, and the nail of each finger and thumb had 
a band of leukonychia across its middle, correspond- 
ing in time with his previous illness. Posterior to 
each band there was a transverse ridge indicating a 
profounder affection of the nail matrix at the height 
of his illness. Either stripes or ridges are of the same 
nature, the ridges of course indicating a profounder 
disturbance of the matrix. 


NERVE LESIONS AS CAUSING WHITE STRIPES 
ON THE NAILS 


Besides leukonychia due to direct local injury and 
that due to the severe infectious fevers, there is that 
due to nerve lesions. In an organ as richly supplied 
with nerves as the nail, it is not surprising that its 
germinative body, the matrix, should be so affected 
in the multiple neuritis of alcohol or of arsenic as to 
cause leukonychia. C. T. Aldrich of Cleveland has 
reported three cases of leukonychia striata arsen- 
icalis. One of these patients first got drunk and then 
tried to commit suicide with arsenic, and recovered 
from both, but with white stripes on his nails to 
remind him of his adventures. 

The finger nails are very sensitive to pain, touch 
and pressure, and the blood vessels of the finger tips 
and posterior nail-folds are exceedingly mobile and 
liable to congestion, showing how sensitive the vaso- 
motor nerves of this region are. A remark of Louis 
Brocq that many of his leukonychia patients had blue 
finger tips indicates how close the association may 
be between the vasomotor nerves and these white 
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spots on the nails.* Anyone may demonstrate upon 
himself what delicate organs of touch nails are, and 
the old Latin idiom, “ad unguem,” shows this ad- 
mirably. It means the minutest exactitude and finish, 
and derives from the sculptors’ practice of running 
the thumbnail along the marble they were working 
on to detect any inequalities. As for pain, it was at 
one time customary to drive a wedge under the nails 
to elicit information from a recalcitrant witness. 
In speaking of affections of the nerves as causing 
leukonychia one may mention the neurotic. There 
are patients, principally women, suffering with all 
sorts of nervous symptoms. They wander from phy- 
sician to physician, seeking health and finding none. 
One such was a woman, 30 years of age, the subject 
of the photograph (Figure 1). As a girl in the Sacra- 
mento Valley she had frequently had malaria. She 
was a constant sufferer from constipation, acne and, 
from time to time, severe attacks of herpes simplex 
of the lips. She frequently had leukonychia. At one 
time I was able to count seven distinct cross stripes 
on the left middle and little fingers and seven cross 


Figure 1 


stripes either as riffles or as white stripes on each 
thumb. She ended her life at 40 years of age by 
falling from the sixth story window of the hotel in 
which she was residing. 


CONSTANTLY RECURRING LEUKONYCHIA OF 
OBSCURE ORIGIN 


Besides those in the neurotic, there are other in- 
stances of striped leukonychia, the origin of which 
is not so clear, yet most interesting for the derma- 
tologist. There is the constantly recurring history of 
chronic constipation, indigestion, acne and white 
stripes on the nails. That in these cases there is often 
an exacerbation of the acne at each menstrual period 
is an old and universally recognized clinical fact. It 
may well be that each leukonychia stripe may corres- 
pond with a menstrual period. 


In practice one only occasionally notes such a 
symptom as white spots on the nails, so that one’s 
histories only represent isolated examples, but a col- 
lection of cases throughout the years does give one 
a realization of the disparity between its occurrence 
in males and females—21 women and four men. 

Furthermore, in the practice of a dermatologist 
leukonychia would always be noted as occurring 
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with some other disease of the skin, as people only 
very rarely consult one on account of white marks 
on the nails alone. Some of the coincidences, how- 
ever, are interesting. For instance, four out of 25 
patients had hyperidrosis, which frequently is a vaso- 
motor symptom, and which shows itself particularly 
on the palms and soles. One patient with psoriasis 
had very dry hands, but of course both undue dry- 
ness and undue moisture are deviations from the 
normal of the same sets of glands, and therefore 
closely related. 


Of particular interest was the case of a young man 
who had been an athlete and had changed to a com- 
paratively secondary occupation. He was decidedly 
overnourished, had a florid face and red congested 
hands, and suffered from indigestion and spells of 
constipation. He had a widely extended erythematous 
eczema, hyperidrosis of the palms, and a vesicular 
eruption between his fingers and of his feet. No 
fungus was found, although carefully searched for. 
He recently had had pain over the site of the ap- 
pendix. If one could have laid open his alimentary 
canal to the light of day, it undoubtedly would have 
presented a wonderful sight. 

One of my patients had psoriasis of the palms and 
volar surfaces of the fingers; another had dry rough 
hands associated with psoriasis; another had a patch 


-on the back of one hand resembling psoriasis. A 


woman, severely afflicted with eczema, including the 
hands, had a constant peeling of the skin below the 
free border of the nails. A man had a vesicular 
eczema of the right foot and both palms. No fungus 
was found, so probably it was a true eczema. A 
woman had vitiligo of the backs of the digits, spread- 
ing up the forearms, and another had chronic 
paronychia and drumstick-fingers. Some of these 
cases are interesting because of the coincidence of 
the white stripes and of catarrhal or other inflamma- 
tion of the hands, as they both involve abnormal 
blood flow, and therefore abnormal nutrition of the 
same locality. 

Excluding those cases due to traumatism, as in 
young girls in manicuring their nails, and also ex- 
cluding those cases that one can say occur acciden- 
tally due to acute febrile diseases and to poisons such 
as arsenic and alcohol, and taking into considera- 
tion only those cases in which the white stripes recur 
persistently, leukonychia is a symptom that has to 
be regarded seriously and one which indicates a 
more or less grave, persistent state of ill health. What 
this condition may be, may not be precisely demon- 
strable, but it is there and Sabouraud is the only 
author I have met with who accentuates this view.* 
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Does Milk ‘Make Mucus’ ?* 


Ray M. Moosgs, M.D., San Bernardino 


ay uae dietary instructions are given patients, 
the physician is not infrequently faced with 
this statement: “Doctor, I haven’t been drinking 
milk because it makes mucus in my throat.” 

A few years ago, to test the extent of this feeling 
among patients I asked 200 consecutive adult patients 
this question: “Does milk make mucus for you?” 
The answer was “Yes” in 25 per cent of the cases. 

The belief is widespread that milk is the cause 
of the disturbing postnasal mucus. Is there any fac- 
tual basis for such a belief? Are patients mistaken? 

As is well known, a thin layer of mucus is normally 
present as a protective film for the nose and throat, 
and causes no sensation. However, when the mucus 
becomes excessive or muco-pus develops, then the 
patient is annoyed. 

Also, as has been pointed out by Proetz,” the 
patient complains of discharge in the nasopharynx if 
the mucus becomes abnormally viscous, abnormally 
fluid, irritating, odorous, or obstructive. 

Proetz listed 18 different agents he considered 
capable of causing the “postnasal drip” but did not 
mention milk as a possible factor. Yet milk is what 
many patients believe is responsible, and conse- 
quently many of them omit milk from the diet. 

Cultists and a few reputable physicians take milk 
away from patients because they, too, believe that 
milk “makes mucus.” Milk should not be taken from 
‘ patients without good reason because, in the words 
of Lester:! “Milk is the most important of all foods. 
. .. The amount of milk consumed by the adult has 
an important bearing on the health of the community 
and on its wealth.” 

It seemed important, therefore, to make nose and 
throat examinations of patients drinking milk and 
those not doing so to see which group had the most 
mucus in the throats; and at the same time to obtain 
statements from the patients of each group as to the 
presence or absence of disturbance from postnasal 
mucus. 


PROCEDURE FOR COLLECTING DATA 


Histories were obtained from 1047 consecutive 
adult eye, ear, nose, and throat patients observed 
during the past three years. 

Information was recorded at the first visit relative 
to the number of glasses of milk consumed each 
week, whether the patient was or was not ordinarily 
bothered with mucus in the throat, or had a cold, 
sore throat, sinus trouble, or history of allergic dis- 
turbances. Of the 1047 patients, 400 were excluded 
because of active upper respiratory disease. This left 
647 patients with normal appearing noses and 
throats from whom the data were obtained, largely 
patients with eye disease. 


* Data from 647 eye, ear, nose and throat patients. 


TaBLE 1.—Reports from 647 Patients as to Complaints of 
Postnasal Mucus 





Not bothered 
with mucus 


Complaint 


Milk, glasses of mucus 


consumed Patients ses Cases 
per week in group Number PerCent Number PerCent 


0-5 310 141 45 169 54 
6-9 94 47 50 47 50 
10 or more 337 155 46 182 54 


The 647 patients were divided into three groups 
according to their habits of drinking milk; for each 
group the individual complaint of mucus is sum- 
marized in Table 1. 

It is thus evident that the percentage of persons 
who complain of postnasal mucus is practically the 
same among those who drink milk as among those 
who do not. 

It was further observed that of the scores of non- 
milk drinking patients who began to drink milk, none 
made a voluntary complaint of mucus, and there was 
no tendency for more mucus to be found in their 
throats on examination. 

Among the 647 patients listed in Table 1 are 106 
patients who gave a history of having had hives, 
hay fever or asthma. Table 2 lists the data from the 
records of this group and shows a similarity to the 
data in Table 1. The chief difference is that in the 
allergic group a slightly higher percentage of those 
who did not drink milk complained of mucus in the 
throat. (In this report we are dealing only with the 
histories, not with allergic tests and studies.) 


TABLE 2.—Reports from 106 Patients with History of Asthma, 
Hives, or Hay Fever as to Complaints of 
Postnasal Mucus 


Complaint Not bothered : 


Milk, glasses of mucus 


; with mucus 
consumed Patients Cases Cases 
per week in group Number PerCent Number PerCent 


0-5 45 29 64 16 36 
6-9 18 12 66 6 34 
10 or more 43 19 44 24 56 


QUANTITY OF POSTNASAL MUCUS FOUND ON 
EXAMINATION 


Nose and throat examinations were made on 157 
patients with no history of colds or other upper 
respiratory disease to see if the milk drinking pa- 
tients were actually secreting an increased quantity 
of mucus. Excess mucus was considered to be present 
if on the pharynx or in the nasopharynx an accumula- 
tion of mucus in excess of 4% inch in diameter or 
a string of mucus over 1 inch long was observed. 
In the nose any accumulation of mucus, excluding 
slender strings of “mucus bridges,” was considered 
excess mucus. Table 3 reveals findings seeming to 
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TaBLe 3.—Findings from Examination of Nose and Throats 
of 157 Patients 





Excess mucus found No excess mucus 
consumed Patients Cases Cases 

per week in group Number PerCent Number PerCent 
0-5 78 41 52 37 48 

10 or more 79 40 50 39 50 


Milk, glasses 


establish that there is no difference in the prevalence 
of excess mucus between the milk drinking and non- 
milk drinking groups. 


SUMMARY 


Of 647 adult patients with apparently normal 
noses and throats, nearly one half complained of 
being bothered with postnasal mucus. The percentage 
of patients making this complaint was practically the 
same among those who drank milk as among those 
who did not drink milk. From nose and throat ex- 
aminations it was found that the percentage of those 
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patients with excess mucus was also practically the 
same among both milk drinking and non-milk drink- 
ing groups. 


CONCLUSIONS 


Reports from over 600 patients have indicated 
that milk is not the cause of annoying postnasal 
mucus. The cause of this common disturbance needs 
further investigation. Milk is too valuable a food 
to be omitted from the diet because of the popular 
belief that “milk makes mucus.” 

575 Fifth Street. 


REFERENCES 


1. McLester, James S.: Nutrition and diet in health and 
disease, 3rd ed., W. B. Saunders Co., Philadelphia, p. 179 
and p. 185, 1939. 

2. Proetz, Arthur W.: Postnasal drip, the current night- 
mare, The Annals of Otology, Rhinology and Laryngology, 
LIV, 739 (Dec.), 1945. 


a ae 


A Further Study of Pneumonia ‘in San Francisco, 1944 -1946 


Georce F. Warner, M.D., and Frank H. Garpner, M.D., San Francisco 


[! is the purpose of this study to supplement a pre- 
vious survey of pneumonia in San Francisco in 
1943-1944,! by reporting the patients observed on 
a medical service (University of California) for the 
two-year period from July 1944 to July 1946. 

As in the earlier series, the patients comprised in 
the present study were drawn from lower economic 
groups, exhibited sub-optimal nutrition, and were 
not infrequently subject to acute and chronic 
alcoholism. 

Again, no patients were chosen whose diagnosis of 
lobar pneumonia was not clear-cut, and none were 
selected whose infection was secondary to any other 
known disease process. All diagnoses of pneumonia 
were substantiated by a positive chest roentgen- 
ogram. ' 

A total of 202 cases with pneumonia were seen. Of 
these, 172 were pneumococcal in origin; 27 were 
classed as primary atypical pneumonias; two were 
streptococcal; and one was due to the Friedlander B 
organism. 

Our interest centers on the majority of the cases 
caused by the pneumococcus organism (85 per cent). 
One hundred and twenty-two of the cases of pneu- 
mococcus pneumonia (71 per cent) occurred in men, 
and 50 cases (29 per cent) in women. Twenty per 
cent of the women and 39.4 per cent of the men were 
over the age of 50. A comparison of age incidence 
with mortality is shown in Table 1. 

Typeable pneumococci were isolated in 137 of the 

From the University of California Medical Service, San 


Francisco Hospital and the San Francisco Department of 
Public Health. 


TaBLe 1.—Comparison of Age Incidence with Mortality 


Age (years) No. Cases No. Deaths % Mortality 


Under 20 


31.2 


15.1 


& | 
nN Ankowoo 


172 cases (79.7 per cent). The remaining patients 


either died before adequate typing could be done or 
possessed pneumococci which would not type. Pneu- 
mococcus Type I produced the highest incidence, 
being responsible for 21.9 per cent of the typed cases. 
Type VII, with the highest incidence in 1943-44, was 
second, causing 14.6 per cent of the cases. Type III 
was the etiologic agent in 10.4 per cent, and Type 
IV in 7.3 per cent. The rest of the types were scat- 
tered diffusely throughout the remainder of the 
series. 


There was no correlation between the type of 
organism and seasonal incidence. Forty-two per cent 
of the cases occurred in the four-month period from 
December through March, the remaining months 
showing almost equal incidence. 


An attempt has been made here to correlate vital 
factors on entry with mortality, and in some instances 
with length of hospital stay. The overall mortality of 
the patients with pneumococcus pneumonia was 15.1 
per cent with an average hospital stay of 13.8 days. 

Entry Temperature: In this study, those patients 
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entering with either a very high temperature (106 F. 
or over) or with a low temperature (100 F. or less) 
had a mortality rate of approximately 80 per cent; 
whereas those with temperatures ranging from 101 
F. to 105 F. had a mortality of approximately 13 per 
cent. The majority of patients (67.5 per cent) entered 
with a temperature between 102 F. and 104 F., and 
stayed an average of 13.4 hospital days, with an 
average mortality of 14.6 per cent. 

Entry White Blood Count: 73 per cent of the 
patients entered with a white blood count rang- 
ing between 5,000 and 25,000, had an average 
mortality of 7.9 per cent, and stayed an average of 
14.5 hospital days. Those with white blood counts 
of less than 5,000 suffered a mortality of 64.3 per 
cent, and those with an increase above 25,000 had a 
mortality of 21.9 per cent. 

Entry Urinary Albumin: It has been our impres- 
sion that albuminuria, even though mild, offers a 
poor prognosis in patients with pneumococcus pneu- 
monia. This impression is not supported in an analy- 
sis of this series, except for those cases showing a 
marked degree of albuminuria. The presence of al- 
bumin was graded arbitrarily from plus 1 to plus 4, 
where plus 1 was the slightest and plus 4 the greatest 
amount present. Entry determination of urinary al- 
bumin was done in all but one of the 172 cases. None 
were included who had albuminuria from other 
known causes. Forty-five per cent of the patients had 
no albumin in their urines; the mortality among this 
group was 18.2 per cent. A plus 1 and plus 2 albumi- 
nuria was exhibited by 47.4 per cent of the patients 
with a mortality of 7.4 per cent. Only those patients 
with plus 3 and plus 4 albuminuria exhibited an 
adverse effect with a mortality of 46.1 per cent. 

Blood Culture: As can be seen from Table 2, mor- 
tality increased from 2.7 per cent in patients with a 
negative blood culture to 29.7 per cent among those 
with a positive culture. A positive blood culture on 
entry occurred in 46.7 per cent of the typed cases. 

Lobes Involved: Single involvement of the left 
lower lobe was commonest, occurring in 36 per cent 
of the cases, with a mortality of 8.6 per cent. Mor- 
tality rate appeared higher with right upper lobe 
involvement with a rate of 22.3 per cent. It is interest- 
ing that all cases of acute psychoses (non-alcoholic) 
accompanying pneumococcus pneumonia occurred in 
patients with right upper lobe involvement. Multiple 
involvement occurred in 19.2 per cent of the cases, 
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with a mortality of 39.5 per cent. No patients were 
observed with more than three lobes involved. 

Days Ill before Treatment Instituted: An important 
factor affecting mortality was delay on the part of 
the patient before entering for proper therapy. This 
factor was more apparent in men, who were ill an 
average of four days before treatment was instituted. 
The women of the series appeared for treatment an 
average of three days after onset of their pneumonia. 
As would be expected, hospital stay and mortality 
were increased by delay in initiation of therapy. 
Those patients ill one to two days before treatment 
stayed an average of 12.6 days and suffered a mortal- 
ity of 10.8 per cent; those ill six days or longer before 
therapy stayed 20.6 hospital days with a mortality of 
35.3 per cent. 

Acute Alcoholism on Entry: This was much more 
common among the men; only one of the 25 cases 
of acute alcoholism occurred in a woman. Approx- 
imately one out of every five male patients with 
pneumococcus pneumonia was acutely alcoholic on 
entry. The mortality among these patients was 25 
per cent. In addition, severe complications occurred 
in approximately one-half of these patients. 


COMPLICATIONS 


Among the 172 cases of pneumococcus pneumonia, 
74 separate complications occurred, giving an in- 
cidence of 43 per cent. As would be suspected, com- 
plications were more severe and prolonged in those 
patients in older age groups, particularly among 
those ill five days or more before hospitalization and 
treatment. The average hospital stay for those pa- 
tients surviving their complications was prolonged 
to 37 days. Mortality was increased to 32.5 per cent 
in the presence of complications. Patients with com- 
plications had positive blood cultures in 54.2 per 
cent. 

Sterile pleural effusion occurred in approximately 
one out of every nine patients with pneumococcus 
pneumonia. Of a total of 20 sterile pleural effusions, 
four occurred in patients treated with sulfa drug 
alone, four among those treated with penicillin alone, 
and 12 among those treated with sulfa and penicillin 
combined. Further pertinent data regarding compli- 
cations is summarized in Table 3. No cases of pneu- 
mococcus endocarditis were encountered. 

Before specific treatment was instituted, routine 
blood count and urinalysis was performed, and spu- 


TasLeE 2.—Relationship Between Pneumococcus Type, Blood Culture, and Mortality 


—— Number Cases = 
—Blood -+ Blood 
Type % Incidence Total Culture Culture 
I 21.9 30 13 17 
Vil 14.6 20 12 
Ill 10.4 14 
IV 7.3 10 
V 5.1 7 
XII Jl 7 
XXV 4 6 
All others 43 
Total typed cases 137 


Total 


Number Deaths % Mortality —— 
od + Bi 


— Blood 
Culture 


— Blo 
Culture 


ood 

Culture 
11.8 
37.5 
50.0 
25.0 
20.0 
50.0 
50.0 


28.6 
29.7 


+ Blood 
Culture 


Nile | ooocooroc 
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Tae_e 3.—Relationship Between Complications, Hospital 
Stay, and Mortality 


“Average 
No. Hospital No. %o 
Cases Stay—Days Deaths Mortality 


21.3 1 5.0 


Complication 
Sterile pleural effusion... 20 
Peripheral vascular col- 

lapse and pulmonary 

: 4.5 91.0 
Empyema 49. 0.0 
Spread to other lobes 
after entry 
Cardiac arrhythmia 
DR CMIMINIG consi incnsndsccannen.c 
Early psychosis (non- 
alcoholic) 
Lung abscess 49.0 
Pericarditis with effusion 28.0 
Hepatitis with jaundice 10.5 


28.1 
22.3 
10.0 


33.3 
28.6 
60.0 


14.6 40.0 


33.3 
33.3 
50.0 


23.8 32.5 
tum and blood culture collected for pneumococcus 
typing. Specific therapy consisted of either sulfa drug 
or penicillin alone, or sulfa and penicillin combined. 
A gross mortality of 15.1 per cent occurred among 
all patients treated. The usual chemotherapeutic 
agent used was sulfadiazine, usually given in doses of 
5 grams intravenously in 1,000 cc. of lactate-Ringer’s 
solution, with a simultaneous 2 to 4 gram oral dose 
to bring the blood level up quickly. This level was 
maintained by 1 gram oral doses every four hours, 
and continued until a satisfactory clinical response 
was obtained, and until the patient remained afebrile 
for two days. No serious unfavorable drug reactions 
were noted. Urinary pH of 7.0 was maintained by 
adequate oral doses of sodium bicarbonate. Potas- 
sium bicarbonate was used in the presence of edema. 

When penicillin was used, the average patient 
received the sodium salt intragluteally in 25,000 unit 
doses every three hours using a volume injection of 
1 to 3 ce. This was continued until the clinical con- 
dition seemed satisfactory with no fever for three to 
six days. Occasionally the early morning injections 
were omitted during the last few days of therapy. 

Those patients who were most seriously ill, and 
particularly those manifesting the complications 
enumerated in Table 3, received initial therapy with 
sulfadiazine and were later placed on penicillin as 
well. In 20 instances treatment with these substances 
was simultaneous, and in 31 instances it was con- 
secutive. The higher mortality rate in these groups 
is accounted for by the seriousness of the illness and 
does not indicate failure on the part of penicillin. A 
summary of therapeutic agents used in relation to 
mortality is given in Table 4. 

If patients comparable in all respects are chosen,' 
those not receiving penicillin (1943-44) had an aver- 
age mortality of 22.3 per cent as compared with a 
mortality of 15.1 per cent in this series treated with 
sulfa and penicillin. 

In addition to general supportive and specific 
therapy, oxygen, plasma, coramine, aminophylline, 
and hypertonic glucose were used in patients with 
peripheral vascular collapse and pulmonary edema. 
In addition to intramuscular penicillin, meningitis 
was simultaneously treated with 25,000 units of 
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penicillin intraspinally one to two times daily; em- 
pyema with 50,000 units of penicillin intrapleurally 
once daily; pericarditis with effusion with 50,000 
units intrapericardially daily. Cardiac arrhythmia 


consisting of paroxysmal auricular flutter and fibril- 
lation, and paroxysmal ventricular tachycardia, re- 
quired rapid recognition and treatment with digitalis 
and quinidine in appropriate doses. 


TABLE valli Summary of Specific Treatment 


Therapeutic % 
Agent No. Cases % Treated No. Deaths Mortality 


Sufadiazine 83 48.2 9 10.8 
Sulfamerazine 17 9.9 z 11.8 
Penicillin 21 12:2 4 19.0 
Sulfa and 
Penicillin 


29.7 11 21.6 


100.0 26 15.1 


SUMMARY AND CONCLUSIONS 


1. In the period from July 1944 to July 1946, 
202 patients with pneumonia were seen at the San 
Francisco Hospital on the University of California 
Medical Service. 

2. The pneumococcus organism was responsible 
for 85.2 per cent of these cases, and hence was dis- 
cussed in detail. Type I pneumococcus produced the 
highest incidence, followed closely by Types VII 
and III. 

3. An older age group, with frequently associated 
alcoholism in the males, was involved which ad- 
versely affected recovery. 

4. The treatment of pneumococcus pneumonia 
and its complications is outlined. 

5. Serious and frequently fatal complications were 
seen in 43 per cent of the patients. Hospital stay was 
lengthened from an overall average of 13.8 days to 
37 days in patients with complications. 

6. An overall mortality of 15.1 per cent occurred 
among the patients with pneumococcus pneumonia. 
If those patients dying in the first 24 hours of treat- 
ment, those ill one week or more before treatment 
was instituted, and those with acute alcoholism on 
entry are all eliminated, a much more favorable mor- 
tality figure of 7.1 per cent can be obtained. 

7. The influence of entry temperature, white blood 
count, urinary albumin, positive blood culture, and 
the number of lobes involved, on mortality and length 
of hospital stay are discussed. 

8. Albuminuria did not seem to be a serious prog- 
nostic sign unless present in large amounts. 

9. Comparison with a similar series of patients 
(1943-44), not treated with penicillin, reveals a re- 
duction in mortality from 22.3 per cent to 15.1 per 
cent. 

10. In spite of this favorable progress, this study 
suggests that the poor general resistance among these 
patients is the major obstacle to further significant 
reduction in mortality rates. 
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A Cause for the Reestablishment of Communication 


Following Ligation of Patent Ductus Arteriosus 


CLARENCE E. ReEEs, M.D., San Diego 


— reports show that reestablishment of 
communication between the aorta and the pul- 
monary artery following ligation of the patent ductus 
arteriosus can be anticipated in from 5 to 20 per cent 
of the cases. Failure to close the shunt is usually 
ascribed to the tightness of the ligatures. Either they 
are not drawn 

tightly enough, 

in which case 

the murmur re- 

curs within the 

first few postop- 

erative days, or 

they are drawn 

too tightly and 

cut through the 

ductus wall, in 

which case the 

murmur recurs 

later. The case 

reported here 

indicates that 

one other factor 

must be consid- 

ered as a pos- 

sible cause of 

re-establishment 

of communica- ' 
tion. 


DUCTUS 


Figure 1.—(a) Diagrammatic drawing showing relative length and diameter of ductus. 


CASE REPORT 

The patient was a seven-year old girl whose cardiac re- 
serve was diminished by a patent ductus arteriosus. A loud, 
continuous, humming murmur was present and a_ thrill 
could be felt throughout the left chesi. Ligation of the patent 
ductus arteriosus was carried out through a postero-lateral 
incision with removal of the left fourth rib. The ductus 
measured 1 cm. in 
diameter and 7 
mm. in length. 
(Fig. 1, A). The 
procedure was 
technically easy. 
Two one-eighth 
inch silk umbilical 
tapes 


ARTER/OUS 


were used 
side by side as 
ligatures and the 
knots were trans- 
fixed with two silk 
sutures (Fig. 1, B). 
The thrill was com- 
pletely obliterated. 

The postopera- 
tive course was un- 
satisfactory from 
the outset because 
Ate- 
lectasis of the low- 
er lobe of the left 
lung was observed 


of infection. 


on the roentgeno- 


A MUWKELT 96 


(b) Ligation of ductus with 


two silk tape ligatures. Ductus is constricted throughout its length with maximum tension at its attachments to parent 
vessels. (c) Ductus and ligatures as found at autopsy. Communication became reestablished between the openings in 
the aorta and pulmonary artery which resulted from the attachment of the ductus at these points of junction. 
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gram of the chest 24 hours after operation and this con- 
solidation had increased at 48 hours. In 72 hours there was 
fluid in the left chest and on the fifth postoperative day 
the amount of fluid had increased and there was a shift of 
the mediastinum to the right. At this time, 200 cc. of fluid 
which was slightly bloody was aspirated. Smears of this fluid 
were negative but cultures showed a growth of hemolytic 
Staphylococcus aureus. At 96 hours, 100 cc. of fluid, which 
was more bloody, was withdrawn and this time the organ- 
isms were found in the smears. On the fourth postoperative 
day a murmur was heard over the pulmonic area and on the 
ninth day this murmur had become definitely humming in 
character. On the tenth day the central portion of the in- 
cision was opened, old clots of blood were removed, and a 
tube was inserted for drainage. On the 17th day a portion 
of the ninth rib was resected and the mediastinum was ex- 
plored with the finger. No hematoma or abscess was found. 
A large tube was inserted tor continuous irrigation. Gross 
hematuria, which persisted for five days, developed follow- 
ing an urticarial reaction ‘to transfusion and the right lung 
as well as the left became consolidated. Sulfadiazine, large 
doses of penicillin, blood and serum transfusions failed to 
check the infection and the patiext died on the 22nd post- 
operative day. 

Autopsy revealed an unexpected explanation for the re- 
establishment of communication between the aorta and the 
pulmonary artery. 

There was massive bilateral consolidation of both lungs and 
empyema on the left. There was edema of the mediastinum 
with leukocytic infiltration, but the communication with the 
left pleural cavity had closed. The ductus lay as a necrotic 
cord within the ligatures. It was detached for three-quarters 
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of its circumference from its attachment to the aorta and 
for one-third of its circumference from its attachment to 
the pulmonary artery, leaving round openings in both ves- 
sels (Fig. 1, C). It was apparent that the ductus had be- 
come detached at its junctions with the main vessels and 
communication had become reestablished between these two 
openings. 

The detachment of the ductus from the parent vessels was 
probably due to one of two factors: (1) Tension on the wall 
of the ductus at the points of junction with the main vessels 
due to the wide constriction of the ductus and the continu- 
ous pulsation of the vessels. By the application of the liga- 
tures, the length of the wall of the ductus was actually 
increased from 7 to 15 mm. with the points of greatest 
tension at the points of junction with the main vessels. (2) 
Necrosis of the ductus as a result of the ligation, with separa- 
tion at the points ui junction because of intra-arterial pres- 
sures of the aorta and pulmonary artery. The fact that the 
ductus was separated from both vessels would suggest that 
the necrosis preceded the separation and therefore might 
have been a primary factor in the separation. 


SUMMARY 


A case is reported in which the reestablishment of 
communication following ligation of a patent ductus 
arteriosus was found to be due to detachment of the 
ductus from the aorta and pulmonary artery at the 
points of junction with these vessels. Two possible 
explanations for this detachment are suggested. 

Rees-Stealy Clinic, San Diego. 


i 
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California Cancer Commission Studies* 
Chapter XI 


Cancer of the Lip 


Ian Macponap, M.D., Los Angeles 


| cag sage to reduce the mortality in carcinoma of 
the lip to near zero is well-nigh inexcusable. 
The great majority of these lesions develop slowly 
through well recognizable precancerous states over 
a considerable period of time. They are invariably 
on the exposed mucosa of the lips, usually in full 
view of the patient and readily accessible to simple 
biopsy for accurate diagnosis. Lesions arising on the 
skin of the lip should not be confused with these, 
for they behave as skin cancers elsewhere and should 
be so treated. In most instances carcinoma of the lip 
is relatively slow in its local growth and usually 
dilatory in its spread to immediately adjacent re- 
gional lymph nodes. The failure to cure cancer of the 
lip is the direct responsibility of the patient who 
does not seek treatment soon enough, or of the phy- 
sician who neglects proper measures for prompt 
diagnosis and immediate, radical treatment. 

Cancer is the first diagnostic possibility to be con- 
sidered in any lesion of the lips, particularly in males 


past middle age. The physician also has an import- 
ant function in the prevention of this form of cancer 
through proper treatment of precancerous lesions. 


PRECANCEROUS LESIONS 


The term “precancerous” implies the possibility 
and not the inevitability of malignant growth. Ap- 
proximately 50 per cent of cancer of the lip arises 
in such lesions. 


*Organized by the Editorial Committee of the California 
Cancer Commission. 


A 


Figure 1.—(a) Leukoplakia. (b) 
plasia of underlying squamous cells. 


A. Leukoplakia and Keratoses. These two pro- 
cesses represent the most common precursors of 
cancer of the lip. Inasmuch as they resemble one an- 
other in their etiology, histopathology, progress and 
management, they may conveniently be considered 
together. 

1. Etiology. Chronic irritation is the most im- 
portant factor. This may come from repeated ex- 
posure to the sun and wind, chemical and thermal 
irritants and repeated trauma, such as mucosal tears 
from cigarette paper. Vitamin deficiencies may also 
be of importance. 

2. Clinical Appearance. Leukoplakia varies from 
areas of pallor or greyish white film over the mucosa 
(Figure 1) to localized single or multiple diffuse 
white or faintly bluish plaques which are soft to 
firm, flat or slightly elevated. (Figure 2.) 

Keratoses may be single, multiple (Figure 3) or 
involve the lip diffusely; the latter occurs more com- 
monly in younger individuals. In older persons areas 
of alternate crusting and scaling eventually lead to 
erosion and a chronic inflammatory exudate in the 
submucosa. Thick crusts of keratotic epithelium may 
elevate such lesions above the adjacent mucosa. Re- 
peated exfoliation with slight bleeding is a frequent 
signal of early carcinoma developing in the base of 
the lesion. 

3. Treatment. Any distinct induration, erosion 
or ulceration in leukoplakia or keratosis demands im- 
mediate biopsy. Superficial lesions, small in area, 
are well treated by electrocoagulation, actual caut- 


Photomicrograph of (a) showing abrupt border of dense keratotic surface, hyper- 
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Figure 2.—Diffuse keratosis with erosion and secondary 
infection. Illustrates difficulty in differentiation from car- 
cinoma. 


Figure 3.—Multiple localized areas of keratosis, Central 
lesion resembles papillary carcinoma. 
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ery, or excision. The latter offers the dual advantage 
of being diagnostic and curative, and in older in- 
dividuals confirms the benign character of this 
classical precancerous process. Diffuse states of 
leukoplakia can be treated by brush cautery or wide 
mucosal excision and cheiloplasty. Leukoplakia 


‘which has become fissured, piled up or indurated 


should be completely excised. This can be done by 
elliptical incisions parallel to the vermillion border 
and undercutting the mucosa to secure closure. 
Filmy leukoplakia should be carefully watched. 
These processes do not respond to irradiation. 

4. Preventive Measures. The patient who has de- 
veloped leukoplakia or keratoses after definitive 
treatment of distinct lesions should employ measures 
aimed at prevention of further abnormal changes. 
Young individuals with diffuse, very superficial 
changes usually respond well to daily use of boric 
acid or plain lanolin ointment. Patients should carry 
with them a tube of white pommade and apply it 
several times daily to the lips. Large doses of B- 
complex vitamins, preferably in the form of brewer’s 
yeast, may be helpful. Some individuals acutely sen- 
sitive to actinic radiation may be forced to a change 
of occupation to avoid sunshine. The use of tobacco 
should be discontinued or cut to the minimum. Oral 
hygiene should be scrupulous. 


B. Cheilitis, Fissures and Ulcers. Diffuse inflam- 
mation, usually of the lower lip, is most common in 
young individuals with actinic intolerance. (Figure 
4.) In advanced nutritional deficiencies the process 
may involve the commissures (perleche). Treatment 
consists in removal of causative factors and correc- 
tion of nutritional deficiencies. 


GRANULOMAS 


A. Pyogenic Granuloma (Figure 5). Pyogenic 
granuloma is a chronic inflammatory proliferative 
process secondary to local non-specific infection. 
Trauma is usually recognized as the initiating factor, 
frequently by teeth or food particles. It appears as an 
elevated, round or ovoid,.reddish tumor which is 
soft in its early stages; the surface has a “rasp- 
berry” appearance. Older lesions regress spontane- 
ously, become fibrotic or become the site of warty, 
papillary excrescence. Histological examination 
shows characteristic form of highly vascular, or- 
ganizing granulation tissue. The treatment of pyo- 
genic granuloma, once the diagnosis is definitely 
established by biopsy, is local destruction by escha- 
rotic electrocoagulation or light doses of low voltage 
roentgen therapy. 


B. Tuberculosis. This is a rare lesion of the lip, oc- 
curring near the vermillion border, nearly always 
associated with cavitating pulmonary and frequently 
oral tuberculosis. It appears as a punched out, soft 
ulcer, frequently with a greyish base. It is usually 
quite painful. Biopsy is the only dependable method 
of diagnosis. 


C. Syphilis. The lip is an occasional site of a prim- 
ary luetic lesion. The appearance of a well circum- 
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scribed, elevated denuded lesion with moderate 
induration suggests cancer. However, in the case of 
luetic lesion, its short duration, concommitant acute 
lymphadenopathy, positive darkfield and later posi- 
tive Wassermann will establish the diagnosis. 


RETENTION CYSTS (MUCOUS CYST, SIMPLE CYST) 


These cysts are due to occlusion of a mucous gland 
duct, secondary to inflammation or trauma. They 
are dome shaped, bulging, translucent bluish swell- 
ings, usually on the buccal surface of either lip. They 


Figure 5.—Pyogenic granuloma. 
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are fluctuant unless under extreme pressure of con- 
tained secretion. Treatment consists in local excision 
with entire removal of the capsule. 


BENIGN NEOPLASMS 


Benign neoplasms may be of epithelial or, less 
commonly, of mesodermal origin. 


A. Squamous Papilloma. These are soft, papillary 
or warty excrescences sometimes occurring around 
the commissures. Squamous carcinoma may arise in 
such originally benign lesions. The danger signals 
are increased growth, induration or ulceration. The 
treatment is adequate local excision with a margin 
of normal tissue. 


B. Hemangioma. Lymphangioma. 


1. Congenital 


a. The familiar “birth mark” of infants frequently 
involves the stomal structures with submucosal ex- 
tension into the lips. Both the simplex and cavernous 
types of hemangioma are seen. Superficial lesions 
respond to minute doses of surface irradiation, car- 
bon dioxide snow, or electro-desiccation. The deeper 
and cavérnous tumors are best treated primarily 
with external irradiation, insertion of weak radon 
gold seeds, injection of sclerosing solutions, and 
surgical excision of the residual tumor if required 
with appropriate cheiloplasty. 

b. Lymphangiomas (cystic hygroma) produce 
some degree of the condition referred to as macro- 
cheilia, a diffuse soft, spongy enlargement of the 
lip, usually without mucosal involvement. Irradiation 
is ineffective, and surgical measures are indicated. 

c. Mixed hemangioma -lymphangioma occurs 
rarely. The response to irradiation will be in pro- 
portion to the amount of angiomatous elements 
present. 

2. Acquired Angioma, involving the lips in adults 
are usually the result of trauma. They constitute 
smooth, bluish to reddish, soft swellings. Surgical 
excision is required. 


C. Mixed Salivary Gland Tumors. Five per cent of 
these tumors originate in accessory salivary glands, 
and of these, rare examples are seen in the lips. Their 
structure and potentially malignant characteristics 
are identical with their more usual counterpart in 
the parotid gland. 


D. Melanoma of peri-stomal location usually has its 
origin in the adjacent skin, but there are rare ex- 
amples of a primary melanoma of the lip. They 
show the characteristic brown to blue-black pig- 
mentation, and require differentiation from the 
hemangiomas. Immediate wide excision is required. 


SQUAMOUS CARCINOMA (EPIDERMOID, PRICKLE 
CELL CARCINOMA ) 


A. Definition. Squamous-cell cancer is a malignant 
neoplasm arising in the mucosa of the lips and is 
capable of metastasizing to regional cervical lymph 
nodes. Squamous carcinoma of the lip proper must 
be differentiated from malignant neoplasms arising 
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in adjacent sites, which may invade the lip second- 
arily, such as basal cell carcinoma of the skin, 
melanoma, carcinoma of the alveolus. 


B. Etiology. Squamous carcinoma arises almost 
uniformly on a basis of chronic traumatism, fre- 
quently in an already profoundly altered tissue bed 
provided by the “precancerous” factors in the in- 
dividual’s tissue reacting to unfavorable environ- 
mental stimuli. Yet many individuals exhibiting such 
stigmata do not develop cancer, while in others 
cancer of the lip may occasionally arise in appar- 
ently healthy epithelium. 


C. Incidence. The lower lip is the primary site in 
96 per cent, the commissures and upper lip in 4 per 
cent. Occupational exposure makes it a cancer 
largely seen in males, 80 per cent. Predominantly it 
is a disease of late middle life and old age, although 
a few cases occur in young adults. 


D. Clinical Types. As in many forms of cancer, the 
gross morphology of the tumor is a reasonably 
reliable clue to its pattern of growth and degree of 
malignancy. 

1. Papillary, Extrovertive Type. In its earliest 
stage this type is seen as a thickened, slightly ele- 
vated, indurated plaque in the mucosa proper, or 
as a warty lesion which crusts and scales super- 
ficially. (Figure 6.) Its progress is that of peri- 
pheral growth, with a gradual advance of its border 
in the direction of the commissure. It may become 
considerably elevated and form a protruding ver- 
rucous mass. The spread of this type toward the 
muscularis is dilatory, and it is usually late in its 
metastases to the regional nodes. Eventually it ulcer- 
ates, undergoes necrosis, and pursues the course of 
an infiltrating carcinoma. 

2. Ulcerative, Infiltrating Type (Figure 7 and 8). 
This form may begin as-a flat plaque which ulcer- 
ates early and is destructive from the beginning, or 
it may be seen first as a submucosal nodule with 
smooth overlying mucosa, to which it is attached. 
An ulcer is soon produced which exhibits loss of 
substance of the lip. This tumor soon infiltrates the 
muscularis. Secondary infection may be severe, with 
cellulitis and edema of the adjacent chin and re- 
gional lymphadenitis. 


E. Metastases. Generally carcinoma of the lip is late 
to metastasize to the cervical nodes, the exceptions 
being provided by the more malignant deeply 
ulcerating types. Many cases are seen of six to 
twelve months’ duration without palpable regional 
nodes. Cancer of the lip almost uniformly pursues 
a regular anatomical pattern of lymphatic spread. 
The nodes involved, in order of succession, are 
usually: submaxillary or submental, superior cer- 
vical (carotid), lower cervical, and supraclavicular. 


F. Histopathology. The microscopic appearance 
varies greatly, from well differentiated squamous 
carcinoma to a purely anaplastic type. The majority 
are well differentiated. 


G. Treatment. Cancer of the lip is a lethal disease. 


Figure 6.—Early papillary form of carcinoma. 
Courtesy of Dr. George Sharp. 


Figure 7.—Early ulcerative form of carcinoma, 


Figure 8.—Ulcerative carcinoma in a 19 year old man. 
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Any lesion of the lip that persists more than four 
weeks should be considered as cancer until a biopsy 
is taken. Proven cancer of the lip requires radical 
treatment by surgery or irradiation. The first treat- 
ment should be the last. While 90 per cent of un- 
complicated, previously untreated lip cancer is cur- 
able, only 40 to 60 per cent of recurrent lip cancer 
can be cured. 


The treatment of lip cancer requires total destruc- 
tion, or complete, radical removal of all neoplastic 
cells by whatever method is employed. It requires 
control of the primary tumor and evaluation of 
possible lymph node involvement and treatment 
thereof. Although the best possible cosmetic result 
will be sought, this issue should be recognized as 
entirely subordinate to the more urgent problem of 
cure. Inadequate treatment is worse than none at all. 

1. Treatment of Primary Tumor. 

a. Lesions up to 2 cm. in greatest diameter, with 
extension not more than half-way toward the cheilo- 
gingival groove. 

This group includes lesions ranging from early, 
superficial to moderately advanced, or the majority 
of cases seen in ordinary practice. For these lip 
cancers (Figures 9 and 10), cancericidal doses of 


x-ray or radium and surgical excision are equally. 


effective and produce the same cure rate. Many radi- 
ologists contend that better cosmetic results are ob- 
tained by irradiation. V-excisions must be full thick- 
ness resections which go far wide of the tumor, and 
the margins should be examined for microscopic 
verification of the surgeon’s judgment. With irradia- 
tion, for tumors invading the lip for a depth of 1 cm. 
or more, surface irradiation needs supplemental in- 
terstitial radium. 
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b. Lesions deeply infiltrating toward or involving 
the cheilo-gingival groove. 


These advanced tumors are unsuitable for irradia- 
tion methods. Radical surgery is required. X-ray 
films to rule out involvement of the mandible are 
necessary; and even if the latter be present, cure may 
still be achieved in favorable cases with resection of 
the mandible. 


Radical surgical treatment of these advanced cases 
implies a measure of skill and special experience, 
and a willingness to undertake an arduous, time- 
consuming and mutilating procedure. It involves re- 
moval of most of or all the lower lip and chin, wide 
mobilization of skin and mucosal flaps from the face 
and neck and buccal surfaces respectively, with im- 
mediate plastic reconstruction of a new lower lip. 


c. Recurrent carcinoma of the lip, postoperative 
or postirradiation, is best treated by radical surgery. 


2. Treatment of Regional Lymph Nodes. The 
primary consideration is to determine whether there 
is clinical evidence suggestive of regional nodal 
metastases. Some ulcerated carcinomas of the lip 
exhibit a regional lymphadenitis which regresses 
after control and healing of the primary site. For 
this reason, it is best to delay final decision on the 
regional nodes until six weeks after treatment of 
the primary tumor. At this time the patient’s status 
may be evaluated according to the following criteria, 
providing the lip lesion is controlled: 


a. No submental or submaxillary lymphadeno- 
pathy can be determined :* 


*It should be remembered that a few small (0.5 to 1.0 
em.) soft to even moderately firm nodes may normally be 
palpated in the neck. 


Figure 9.—Ulcerative carcinoma before and after treatment by irradiation. 
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Figure 10.—Diffuse papillary 


Only one out of ten such patients will subse- 
quently, develop metastases. To perform routine 
“prophylactic” block dissections on such patients 
would then be equivalent to doing nine unnecessary 
procedures for the benefit of one patient who can be 
almost as effectively treated by prompt action when 
his nodes do appear. Prophylactic neck dissections 
in cancer of the lip are therefore not recommended. 
So-called prophylactic irradiation of neck nodes is 
of no value and should be condemned. 

b. Six weeks after treatment, regional nodes sug- 
gestive of metastases are present: 

In such cases immediate block dissection is re- 
quired. Usually a suprahyoid neck dissection is ade- 
quate, cleaning out both submental and submaxillary 
triangles and removing both submaxillary salivary 
glands. In occasional lesions located lateral to the 
midline in which a carotid node seems involved, a 
block dissection of the entire side of the neck is 
indicated.:Some surgeons do a complete neck dis- 
section if the submaxillary triangle is involved. 
Radiation therapy has no place in curative treatment 
of metastases in cervical nodes, for here the neo- 
plasm develops a radioresistant status that makes 
such treatment palliative rather than curative. 


3. Palliative Treatment. incurable primary or 
metastatic disease is treated for palliation by radia- 
tion therapy. 


PROGNOSIS 


The cure rate in carcinoma of the lip is higher 
than for any other form of oral cancer. Permanent 
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carcinoma before and after treatment by irradiation. 


cure of the primary tumor is achieved in 90 per cent 
of consecutive cases. By modern procedures about 
80 per cent of patients will be free of disease after 
five years, including those treated for regional 
metastases. In the group having metastases the five- 
year cure rate will be 25 to 30 per cent. 


NOTE BY EDITORIAL COMMITTEE 

When the California Medical Association published its 
cancer studies in 1936 there was wide divergence of opinion 
regarding the treatment of the nodal area in cancer of the 
lip. Such divergence still exists. Many surgeons advise 
routine bilateral suprahyoid dissections in all cases. At the 
other extreme are those who advise node dissection only in 
the presence of proven operable metastasis. 

No one can take issue with the necessity for the proce- 
dure when metastasis is proven and cperable. The question 
of dissection in all cases is not so easily settled. Neither 
palpability nor enlargement, in itself, signifies metastasis. 
Normal nodes‘ are frequently palpable; enlargement may 
be due to inflammation. Impalpability, on the other hand, 
does not signify absence of metastases in all cases. How- 
ever, the percentage of unexpected involved nodes, in vari- 
ous published series of routine dissections (‘‘prophylactic”’ ) 
is so small as to gainsay that course when one considers 
the high percentage of operations performed unnecessarily. 
It appears even less warranted when one recognizes that in 
some reported series the operative mortality approaches 
closely the percentage of cases in which metastatic nodes 
are found and presumably benefited. In some series the 
operative mortality is even greater. 

The Editorial Committee believes that routine dissection 
is contraindicated, that somewhere between the two ex- 
tremes is the course to be followed as determined by the 
merits of the individual patient. 

If surgical treatment is contraindicated, cervical metas- 
tasis may be cured in some cases by a proper use of com- 
bined external and interstitial irradiation. All is not lost 
because a patient cannot stand operation or has a recur- 
rence in the neck following dissection. 


Chapter XIII of the California Cancer Commission Studies 
“Cancer of the Tonsil and Pharynx,” by Lewis F. Morrison, 
M.D., will appear in this section in the February issue of 
CaLirorNniA MEDICINE. 
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EDITORIALS 


Vaseular Surgery 


The development of each of the surgical specialties 
has depended upon the evolution of either diagnostic 
or therapeutic techniques. The vaginal speculum, the 
cystoscope, the endoscope, encephalography, and 
many other technical facilities have each opened new 
vistas for the surgical relief of human suffering. Ad- 
vances in the more fundamental fields of anesthesia, 
physiology, pathology, and biochemistry, and the 
use of the antibiotics have furnished a safe basis 
without which new surgical approaches might have 
proved too hazardous. Vascular surgery is rapidly 
approaching the gestation phase as an off-shoot from 
general surgery and it may be well now to examine 
its antecedents and its prospects for life in order to 
provide for it the best available opportunities for 
growth and development. 


The control of hemorrhage has presented a prob- 
lem since the earliest days of surgery. The ligature 
of arteries was mentioned by Celsus and Antyllus, 
although this procedure remained unknown until 
again brought to light by Paré. The names of the 
great surgeons of the past—Hunter, Sir Astley 
Cooper, Dupuytren, Syme, Trendelenberg, and many 
others—are intimately associated with the early his- 
tory of vascular surgery but it was not until the 
introduction of the antiseptic era by Lister that the 
possibilities of reparative and restorative operations 
on blood vessels became manifest. It is interesting to 
note that Lister himself was the first to record, in 
1875. the successful antiseptic closure of a blood 
vessel—the axillary vein.* In more recent times the 
great contributions of Halsted and Mont, Reid, Car- 
rell, and others have served as milestones of progress. 
It was Halsted * who wrote, “One of the chief fascina- 
tions of surgery is the management of wounded ves- 
sels, the avoidance of hemorrhage. The only weapon 
with which the unconscious patient can immediately 
retaliate upon the incompetent surgeon is hemor- 


rhage.” Rudolph Matas today is recognized as the 
founder of vascular surgery, and his scholarly his- 
tory of the surgery of blood vessels* remains a 
masterpiece. 

Vascular surgery has hardly yet become a “spe- 
cialty.” The surgeons who made these advances did 
so only incidentally during the course of their activ- 
ities in the field of general surgery. Is there room 
or actual need for vascular surgery as a specialty? 
In an address delivered before the International 
Congress of Medicine in London in 1913 Harvey 
Cushing ! considered the significance and purpose of 
surgical specialties. He concluded, “The existence of 
the operating specialist as contrasted with the general 
surgeon is justified only if the former takes advan- 
tage of his opportunities to contribute to the knowl- 
edge of the disorders he specially treats.” The 
extraordinary advances in the past two decades, both 
in the surgery of peripheral vascular disorders and 
more recently in the surgery of major blood vessels, 
have made it necessary for the surgeon whose prime 
interest is in the furtherance of the vascular field to 
limit his activities in order to remain productive. 
The more difficult and laborious the investigative 
techniques, whether diagnostic or therapeutic, the 
me.e sharply must the investigative surgeon limit 
his professional activities. 


Specialization, however, must be subject to close 
scrutiny since there is always the danger of losing 
sight of the patient as a whole. It has been said that 
“the specialist should be a trained physician, a 
skilled surgeon, and something more, but he is often 
something else—and something less.” Too much 
emphasis cannot be placed on the necessity for a 
thorough grounding in the basic sciences, medicine, 
and general surgery before the individual can devote 
his time exclusively to vascular surgery. 
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In conclusion it may be well again to quote from 
the classic paper of Harvey Cushing. “The surgical 
specialties . . . should represent merely grafts on 
the parent stem, for in their cultivation as separate 
plants they may cease to blossom and to bear fruit. ... 
When progress ceases to be made, through the inten- 
sive studies which the smaller field of work permits, 
there is every reason why the vagrant specialty 
should be called back under the wing of its parent, 


Vol. 68, No. 1 


general surgery, from whom in no circumstances 
should it ever be permitted to wander too far.” 
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“Noe 


That Dodo Again 


Without belaboring our dear dead friend the dodo, 
may we make one more reference to him in con- 
nection with the drive for compulsory health insur- 
ance. The simile is wearing a little thin by now and 
the latest blast from a high place should prove con- 
clusively that the politically-inspired movement to 
execute a system of compulsory health insurance is 
far from the condition of death attributed to our 
erstwhile feathered companion. 

Latest in the string of dignitaries to espouse com- 
pulsory health insurance is Bernard Baruch, elder 
statesman, philanthropist, counsel to presidents, 
benefactor of the medical arts, and the son of a 
physician. Speaking before a meeting of six hundred 
doctors in New York, Mr. Baruch pleaded for medi- 
cal participation in the plan to enact a compulsory 
health insurance law. He cited the rejection of four 
million potential draftees as a shocking situation, 
declared that voluntary health insurance “is not good 
enough,” stated that a “sizable segment of society 
does not earn enough to pay for voluntary insur- 
ance” and concluded that a national scheme of com- 
pulsory health insurance was the only answer. Mr. 
Baruch urged the doctors to get behind this move- 
ment, rather than stand on the sidelines while it 
developed. He said that a form of compulsory health 
insurance can be devised “without the Government 
taking over medicine, something which I would 
fiercely oppose.” 

Coming from such an eminent citizen as Mr. 
Baruch, these statements carry more weight than 
from the lips of a known government-employee 
propagandizer. The same fallacies attend such re- 
marks in either case, but the prominence of the 


speaker lends extra weight to them in the public 
mind. Apparently Mr. Baruch has been taken in by 
the same type of propaganda which the President 
and his predecessor backed and which has been 
traced to its birthplace by a vigilant congressional 
committee. 

Medical men and students of the movement for 
compulsory health insurance laws are aware of the 
fallacies of these oft-repeated arguments. They know 
the meaninglessness of the draft rejection figures. 
They know that Government would surely “take over 
medicine” if a compulsory health insurance law 
were adopted. They know that the voluntary systems 
of medical care insurance are within and not be- 
yond the means of the ordinary wage-earner. They 
know that the idealistic propaganda of Messrs. Falk 
& Co. is studded with inaccuracies, misstatements 
and glossy covers for regimentation. The surprising 
part of it all is that Mr. Baruch, familiar with the 
ways of bureaucrats, should be taken in by this sort 
of program. 

The only answer which immediately comes to 
mind on that point is that in his role of presidential 
adviser Mr. Baruch is bound to repeat the same 
arguments that our latest two chief executives have 
received from inspired sources. At the same time, 
he has hedged these arguments somewhat in deplor- 
ing a political takeover of medicine; this may be a 
straw in the wind as to new techniques by the social 
planners. 

Agitation for compulsory health insurance may 
be, as some medical men claim it is, as dead as a 
dodo. After looking at Mr. Baruch’s latest contribu- 
tion, we venture again to question that assertion. 
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NOTICES AND REPORTS 


Prepaid Medical Care Plans Likely to Increase in 
Importance When “Recession”? Comes 


According to the American Hospital Association, 
more indigents and semi-indigents are seeking hos- 
pitalization and fewer supposedly solvent persons 
are paying their hospital bills. 

The Institute of Life Insurance reports that the 
consuming public is now going into debt twice as 
fast as ever before. 

These items published in a recent issue of “Medi- 
cal Economics” may or may not be harbingers of 
the much feared “bust”—but no harm would come 
from assuming that they were. For, no matter what 
it is called—“bust,” “recession,” “depression” or 
“economic adjustment”—the medical profession will 
feel its effects first. In the average household “time 
payments” have a higher priority than the doctor’s 
bill. The new car or the quick freezer bought “on 
time” will be repossessed if not paid for on time 
—but the doctor’s bill can be put aside for better 
days. 

It would not be wise, accordingly, for the physi- 
cian to disregard any sign pointing to a tightening 
economic condition. Today, before it is too late, he 
should look to his credits and check up on his col- 
lections with the same care that a bank would give 
them, under similar circumstances. And perhaps 
now might be the right time to reappraise the value 
of medically sponsored prepayment care plans as a 
protection against loss of income. 

In boom times we know that the best fees that the 
plans can offer look modest indeed, when measured 
against the rich potential of the bulging consumer 
pocketbook. But when the consumer’s cash reserves 
are gone and he is living from pay check to pay 
check (as many salaried workers are today), the 
scheduled fees are not so bad—not so bad from 
several angles. 

In the first place the plans are usually in a better 
cash position during a period of falling prices than 
they ever are during a period of inflation. Their 
ability to pay higher fees is enhanced accordingly. 

Another factor to be considered is the rapid in- 


crease in medical indigency when depression takes 
hold. A larger percentage of the physician’s patients 
will be unable to pay for medical care. Membership 
in prepayment plans may fall off, too, when public 
income is curtailed—but the more responsible resi- 
dents of every community who are members of pre- 
payment plans will retain their membership despite 
curtailment of income. Pride, prestige in the com- 
munity and common sense all act toward the reten- 
tion of medical care protection in a time of economic 
uncertainty. If the emergency is severe the physician 
will find the people who have kept their medical 
care coverage the most desirable of patients. They 
will not require fourth notices of balances due, for 
example. 

These factors concern the physician as an in- 
dividual. There is another that will affect the pro- 
fession as a whole. It is the effect that a depression 
will have upon the sponsors of political medical 
care schemes. 

If a larger portion of the population becomes 
medically indigent, a hue and cry for an emergency 
control bill can be expected. It might even be at- 
tached as a rider to a general relief measure. And, if 
proposed, it will have an excellent chance of passing. 
Certainly the indigents would not oppose it. The 
organized labor group would most certainly sup- 
port it. As an alternative to serving many without 
compensation, even some of the physicians might 
vote for it. 

The danger of such emergency legislation is not 
in its intent, of course, but in its slap-bang con- 
struction. Normally it does not receive adequate de- 
bate. Under the pressure of need it is usually rushed 
through without full determination of its fitness to 
do the job. It frequently contains implications that 
can be exploited and bugs that cannot be eliminated. 
Moreover, it is most unlikely that the fees paid to 
physicians under it would be higher than those paid 
by existing medically sponsored plans. 

Why then invite the risks of such legislation? 
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Why not, instead, implement the existing plans to 
act as contractors to the Government for medical 
care—in times of emergency and all the time? 

In California we have the precedent of the Vet- 
erans Administration-C.P.S. Program, under which 
C.P.S. as a private contractor undertakes to deliver 
medical care to a mass of the citizenry. A similar 
program with the proper Government agency could 
be adapted to cover certified medical indigents. The 
idea is worth thought and discussion. It would cer- 
tainly be preferable to contract with the Government 
than to be dragooned by the Government, in the 
name of emergency, into a political agreement that 
might place the freedom of American medicine in 
jeopardy. Of course a contract assumes the ability 
of both parties-to it to meet its terms. With the 
understanding and support of the profession, the ex- 
isting prepayment plans within their areas could 
deliver medical care as needed—and do it in ac- 
cordance with the established ethics and practices 
of the medical profession. 
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The professién has an opportunity to display real 
leadership here—but it must act in unity and act 
positively. The American public will listen to the 
profession—if it speaks. It it doesn’t, the public will 
listen to the politicians—who, by the way, have 
largely monopolized the floor to date. But the scales 
can be redressed very rapidly if the physician will 
take advantage of his unique position to talk to his 
patients and friends about the mutually important 
matter of medical economics. 

If an economic emergency develops, it is inevit- 
able that the Government will be called upon to 
develop ways’and means of providing medical care 
to the people who can no longer pay for it them- 
selves. Let the profession be forehanded then. Let 
it make a proposal of its own—a proposal that will 
reflect affirmatively the dignity of a group of free- 
men discharging its obligations to the Nation. 

Such a proposal can be built upon the extended 
use of the medically sponsored prepayment plans as 
contractors to the Government. 


<a 


C.M.A. Statement on Hospitalization 


In the minutes of the C.M.A. Council meeting 
of September 20-21, 1947, reference was made to 
a statement adopted by the Council following issu- 
ance of a pamphlet entitled “Survey of Hospital 
Facilities in California—Preliminary Report” issued 
by the Governor’s Advisory Council on Hospital 
Facilities. These minutes appeared on page 341 of 
the October, 1947, issue of CALIFORNIA MEDICINE. 

In response to requests from several sources, there 
is given below a copy of this statement, which, to- 
gether with a covering letter, was forwarded to all 
members of the Governor’s Advisory Council on 
Hospital Facilities. The covering letter went to all 
members of this Council with the hope expressed 
that later reports to be issued by the Council might 
give full weight to the C.M.A. Council statement. 
This statement follows: 


“Statement of the California Medical Association 
Regarding ‘Preliminary Report’ of the Gov- 
ernor’s Advisory Council on Hospital Facilities 


“The California Medical Association is keenly de- 
sirous of increasing the number of hospital beds in 
the State of California and of developing adequate 
convalescent and geriatric bed facilities. To that end 
its members and committees have worked for many 
years. The Association recognizes that hospitals are 
an essential part of the care of major illness, notably 
illness involving surgical procedures.’The associa- 
tion does not believe that hospitals were or are 
designed to furnish medical services. A hospital has 
no diagnostic or therapeutic facilities to offer; only 
a duly licensed physician and surgeon has such. — 

“There recently appeared a ‘Preliminary Report 


of a Hospital Survey in California’ (dated May, 
1947, and issued in July of that year). This report 
contains several statements not consistent with the 
above. For example, on page 15 appears the follow- 
ing: “The public is coming to view the hospital . 

as a center from which all types of medical service 
—preventive, diagnostic and curative—should be 
made available.’ On page 11 the report stresses that 
‘A hospital is the logical place to refer patients for 
most types of diagnostic procedures, particularly 
those of a complicated nature . . . when local condi- 
tions are favorable, diagnostic clinics should be 
established . . .’ Again, on page 27 under the head- 
ing ‘Expansion of Uses of Hospital Diagnostic Fa- 
cilities’ appears the sentence ‘Ideally, it would appear 
that the hospital is the logical place to refer patients 
for all types of diagnostic procedures.’ 

“The primary function of the hospital is to furnish 
bed, board and nursing care to sick persons. Out- 
patient departments are necessary adjuncts to large 
teaching institutions, but not essential for the prim- 
ary functions of the ordinary private hospital. The 
California Medical Association disapproves the sug- 
gestion that ambulatory patients should be referred 
to hospitals for diagnostic procedures, especially 
when so many general practitioners, internists, radi- 
ologists, pathologists and other physicians maintain 
well equipped offices in which the vast majority of 
these procedures may be performed. The diagnosis 
and treatment of disease is a medical function to 
be performed by physicians. Since approximately 85 
per cent of illness does not require hospitalization, 
it is obviously not to the interest of the public to 
have the added expense of a hospital institution 
when such is unnecessary. The doctor’s office is the 
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logical place to refer patients for diagnostic or 
therapeutic procedures. 


“In summary, the California Medical Association 
wishes to emphasize that medical procedures per- 
formed in hospital buildings are in no wise different 
from medical procedures performed in medical 
office buildings. They are medical services, not hos- 
pital services. Any statement of policy to the con- 
trary is not founded on fact and does not tend to 
the public welfare. It is the hope of the C.M.A. that 
the final report of the Governor’s Advisory Council 
on Hospital Facilities will lead to the provision of 
needed additional hospital beds in a manner con- 
sistent .with sound professional practice, and the 
maintenance of cordial relationships between physi- 
cians, hospitals and other elements in the healing 
arts professions.” 


Minutes of Executive 
Committee Meeting 


Tentative Draft: Minutes of the 205th Meeting of 
the Executive Committee, San Francisco, Novem- 


ber 9, 1947. 


The meeting was called to order by Chairnian 
Sidney J. Shipman at the Saint Francis Hotel, San 
Francisco, at 11 a.m. 


1. Roll Call: 


Present were: Chairman Shipman, Council Chair- 
man Edwin L. Bruck, President-Elect E. Vincent 
Askey, Speaker L. A. Alesen, and by invitation, 
Councilmen John W. Green, H. Gordon MacLean, 
Frank A. MacDonald, R. Stanley Kneeshaw, Donald 
D. Lum. The Executive and Finance Committees of 
C.P.S., Doctors Donald Cass, H. Randall Madeley, 
C. L. Cooley, and Robertson Ward, Rt. Rev. Msgr. 
T. J. O'Dwyer, and Mr. Ransom M. Cook, Mr. Wil- 
liam Bowman, Mr. Paolini, Legal Counsel Howard 
Hassard, C.M.A. Assistant Eexecutive Secretary Wil- 
liam P. Wheeler and Miss Harcourt of C.P.S. 

Absent: President John W. Cline, Secretary L. 
Henry Garland (ex officio) , Editor Dwight L. Wilbur 
(ex officio). 

Chairman Shipman turned the meeting over to 
the members of the Executive and Finance Commit- 
tees of the C.P.S. and Doctor Robertson Ward pre- 
sented the opening statements and reasons for the 
meeting. Due to numerous questions C.P.S. felt that 
it would be beneficial to the membership of the 
C.M.A. if the over-all financial condition of the C.P.S. 
were discussed fully. 

Rt. Rev. Msgr. O'Dwyer and Mr. Hassard dis- 
cussed the background and the events leading up to 
present day activities of C.P.S. and stressed the need 
of closer cooperation between C.P.S. and the physi- 
cian membership. 

Mr. Bowman distributed financial statements for 
the six months ended September 30, 1947, and, with 
assistance by independent accountants of C.P.S., ex- 
plained each phase of the accounts. After discussion 
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it was moved by Bruck, seconded by Alesen, and 
carried, that the complete financial report of C.P.S. 
be sent with a covering letter of explanation to all 
county medical societies. 

Mr. Ransom M. Cook, assistant secretary and treas- 
urer of C.P.S., discussed the over-all financial posi- 
tion and proposed a plan for placing C.P.S. finances 
on a current cash basis. He presented the advantages 
and disadvantages of having a larger surplus in 
future C.P.S. operations. 


Doctor Ward, treasurer, explained the recent ac- 
tions taken by the Board of Trustees to improve the 
financial position and operations of C.P.S. 

Doctor Cass gave a report on the Joint Control 
Committee in Southern California, established by 
C.P.S. and Hospital Service of Southern California. 

A general discussion followed, relative to the ex- 
pansion of C.P.S. and other prepayment plans. 

Meeting adjourned at 2:45 p.m. 


In Memoriam 


AsHKIN, Hyman. Died May 27, 1947, age 44. Graduate of 
the Rochester Eclectic Medical College, New York, 1928. 
Licensed in California in 1938. Doctor Ashkin was a member 
of the Los Angeles County Medical Association, the Cali- 
fornia Medical Association, and a Fellow of the American 
Medical Association. 

+’ 

CARPENTER, Harry L. Died in Richmond, August 18, 1947, 
age 72, of coronary thrombosis. Graduate of the College of 
Physicians and Surgeons of San Francisco, 1904. Licensed 
in California in 1909. Doctor Carpenter was a retired member 
of the Contra Costa County Medical Society, the California 
Medical Association, and an affiliate Fellow of the American 
Medical Association. 

% 

Crisp, NAZARETH JOHN. Died in Benicia, August 26, 1947, 
age 54, of acute congestive heart failure and polycythemia. 
Graduate of the College of Medical Evangelists, Loma Linda- 
Los Angeles, 1925. Licensed in California in 1925. Doctor 
Crisp was a member of the Solano County Medical Society, 
the California Medical Association, and a Fellow of the 
American Medical Association. 

~ 


FaLkK, CHARLES CLiFFoRD, Sr. Died in Eureka, November 15, 
1947, age 75. Graduate of Cooper Medical College, San Fran- 
cisco, 1897. Licensed in California in 1898. Doctor Falk was 
a member of the Humboldt County Medical Society, the 
California Medical Association, and the American Medical 
Association. 

* 

Finsanp, Victor. Died in San Francisco, November 3, 
1947, age 59, after a short illness. Graduate of the University 
of Illinois College of Medicine, Chicago, 1916. Licensed in 
California in 1922. Doctor Finsand was a member of the San 
Francisco County Medical Society, the California Medical 
Association, and a Fellow of the American Medical Asso- 
ciation. 

+ 

Hauser, Rupert VAN Atstyne, Jr. Died August 8, 1947, 
age 34, when the airplane he was piloting crashed at Fauts 
Springs. Graduate Stanford University School of Medicine, 
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Stanford University-San Francisco, 1938. Licensed in Cali- 
fornia in 1938. Doctor Hauser was a member of the Humboldt 
County Medical Society, the California Medical Association, 
and the American Medical Association. 


* 


Hitter, ALBert WILuiAM. Died in Long Beach, July 28, 
1947, age 68, of carcinoma of the esophagus. Graduate of 
the University of Southern California School of Medicine, 
Los Angeles, 1909. Licensed in California in 1909. Doctor 
Hiller was a member of the Los Angeles County Medical 
Association, the California Medical Association, and a Fel- 
low of the American Medical Association. 


% 


LauceEson, Lyper Laurita. Died in San Diego, November 
1l, 1947, age 44. Graduate of the University of Minnesota 
Medical School, Minneapolis, 1929. Licensed in California 
in 1934. Doctor Laugeson was a member of the San Diego 
County Medical Society, the California Medical Association, 
and the American Medical Association. 


- 
bod 


O.iver, ALFRED SHELTON, Jr. Died in Imola, November 
24, 1947, age 66, of a stroke. Graduate of Rush Medical Col- 
lege, Illinois, 1905. Licensed in California in 1934. Doctor 
Oliver was a member of the Napa County Medical Society, 
the California Medical Association, and a Fellow of the 
American Medical Association. 


od 


Reynoips, NATHAN Oy er. Died in Los Angeles, Novem- 
ber 11, 1947, age 56. Graduate of Creighton University 
School of Medicine, Omaha, Nebraska, 1912. Licensed in 
California in 1919. Doctor Reynolds was a member of the 
Los Angeles County Medical Association, the California 
Medical Association, and the American Medical Association. 
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Rooney, Cartes Epwarp. Died in Santa Monica, No- 
vember 1, 1947, age 66, after a long illness. Graduate of 
Creighton University School of Medicine, Omaha, Nebraska, 
1905. Licensed in California in 1922. Doctor Rooney was a 
Retired member of the Los Angeles County Medical Associa- 
tion, and the California Medical Association. 

% 

Sawyer, FRANK Everett. Died in Berkeley, October 16, 
1947, age 73. Graduate of Cooper Medical College, San Fran- 
cisco, 1900. Licensed in California in 1900. Doctor Sawyer 
was a Retired member of the Alameda County Medical Asso- 
ciation, the California Medical Association, and an Affiliate 
Fellow of the American Medical Association. 

% 

THompson, ELmer Harmon. Died in Burbank, November 
4, 1947, age 69, of a heart attack. Graduate of Rush Medical 
College, Illinois, 1903. Licensed in California in 1905. Doctor 
Thompson was a member of the Los Angeles County Medical 
Association, the California Medical Association, and a Fellow 
of the American Medical Association. 

oe 

Weeks, ALANSON. Died in San Francisco, November 25, 
1947, age 70, of a heart attack that followed a slight attack 
of pneumonia. Graduate of the University of Michigan Medi- 
cal School, Ann Arbor, 1899. Licensed in California in 1900. 
Doctor Weeks was a member of the San Francisco County 
Medical Society, the California Medical Association, and 
a Fellow of the American Medical Association. 

y 

Zook, ABRAHAM James. Died in Burbank, November 1, 
1947, age 75. Graduate of Rush Medical College, Illinois, 
1897. Licensed in California in 1923. Doctor Zook was a 
Retired member of the Los Angeles County Medical Asso- 
ciation, the California Medical Association, and an Affiliate 
Fellow of the American Medical Association. 


“a 
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NEWS and NOTES 


NATIONAL ° 


IMPERIAL 


Dr. Burke E. Schoensee recently became health 
officer of Imperial County, taking the place of Dr. E. 
H. Benson. 


KERN 


Dr. Frederick O. Wynia of Bakersfield, formerly 
secretary of Kern County Medical Society, has been 
elected president for 1948 to succeed Dr. William H. 
MacDonald. Dr. John J. Cawley of Bakersfield was 
elected secretary. 


KINGS 


Dr. Paul Murphy has been appointed acting health 
officer of Kings County to fill the vacancy caused by 
the death of Dr. Ernest E. Foster. 


LOS ANGELES 


Dr. Louis E. Martin was elected president of Los 
Angeles County Tuberculosis and Health Association 
to succeed Dr. Reginald H. Smart, who now becomés 
first vice-president. Dr. Martin has also been made 
president of the California Tuberculosis and Health 
Association. 


Officers of the Los Angeles County branch of the 
American Cancer Society, recently elected for the 
coming year are Edward Mills, president; Dr. Alvin 
G. Foord, vice-president; John R. Christie, secretary- 
treasurer; Mrs. Paul C. Blaisdell, county commander, 
and Dr. William E. Costolow, chairman of the execu- 
tive committee. 


SAN BERNARDINO 


San Bernardino County Medical Society has elected 
Dr. Meredith G. Beaver of Redlands to the presidency 
of the society for the 1948 term. He succeeds Dr. 
Marcus D. White of Ontario. Dr. Carl M. Hadley was 
reelected secretary. 


SAN DIEGO 


Dr. Robert J. Prentiss, San Diego, last month was 
elected president of San Diego County Medical Soci- 
ety for 1948 and Dr. W. H. Geistweit was reelected 
secretary. Retiring president is Dr. F. E. Jacobs. 


Admitting paying patients (except those who have 
tuberculosis) to the San Diego County Hospital was 
opposed in a recent communication by W. W. Johnson, 
president of the Hospital Council, to the Board of 
Supervisors. Mr. Johnson contended there is no short- 
age of beds in private hospitals in the county. He 
opposed plans to expand the County Hospital, saying 


that it would be unnecessary if private, tax-paying - 


hospitals were given full support by patients able to 
pay. 


STATE » 


COUNTY 


SAN FRANCISCO 


Eight 1948 postgraduate courses for qualified phy- 
sicians have been announced by the University of 
California Medical School, San Francisco. The courses 
and the dates they begin and end are as follows: 
Orthopedic Surgery, February 9 through 13; Hema- 
tology and Blood Disorders, February 16 through 
19; Internal Medicine and General Surgery, June 21 
through 25; Cytological Diagnosis of Cancer by 
Smear Technique, June 21 through July 2; Pediatrics, 
June 28 through July 2; Ophthalmology, September 
6 through 10; General Medicine, evening lectures, two 
hours every Monday, 12 weeks, September to De- 
cember, to be announced; Psychiatry and Neurology, 
full-time course, 12 weeks, September to December, 
to be announced. Details may be had from Stacy R. 
Mettier, M.D., Head of Postgraduate Instruction, 
Medical Extension, U. C. Medical Center, San Fran- 
cisco 22. 


Dr. Robertson Ward, who last year was secretary- 
treasurer of the San Francisco County Medical Soci- 
ety, has been elected president for 1948, succeeding 
Dr. Anthony P. Diepenbrock, and Dr. M. Laurence 
Montgomery has become secretary-treasurer. Dr. 
Dorothy W. Atkinson has succeeded Dr. Lois H. Brock 
as vice-president. Dr. Forrest M. Willett was elected 
second vice-president and Dr. Martin W. Debenham, 
Librarian. 


A scientific program was presented at the first 
annual meeting of the Western Society of Clinical 
Research, held in San Francisco on November 7 and 
8, 1947, and the following officers were elected for the 
coming year: President, Mayo Soley, M.D., San Fran- 
cisco; vice-president, Myron Prinzmetal, M.D., Los 
Angeles; secretary-treasurer, Helen Martin, M.D., 
Los Angeles; Council, Paul Aggeler, M.D., San Fran- 
cisco, Norman David, M.D., Portland, Daniel Green, 
M.D., Seattle, Hans Hecht, M.D., Salt Lake City, John 
E. Peterson, M.D., Los. Angeles, Lowell Rantz, M.D., 
San Francisco. 


Dr. Joseph C. Solomon, assistant clinical professor 
of psychiatry, University of California Medical 
School, and Dr. Knox H. Finley recently were ap- 
pointed as consultants to the Surgeon General of the 
Army. Reappointed as consultants were Dr. Karl M. 
Bowman, superintendent and medical director of 
Langley Porter Clinic; Dr. George S. Johnson, Stan- 
ford University Hospital; Dr. Nathan Malamud, 
Langley Porter Clinic; Dr. Alexander Simon, Univer- 
sity of California Medical School and Drs. Norman 
Reider and Emanuel Windholz of Mt. Zion Hospital. 


SAN JOAQUIN 


San Joaquin County Medical Society’s president 
for 1948 is Dr. E. A. Holley of Stockton who was 
elected to succeed Dr. Dora Ames Lee in that post. 
Dr. H. D. Chope, Stockton, was reelected secretary. 
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SAN LUIS OBISPO 


Dr. Robert O. Pearman of San Luis Obispo has been 
elected president of San Luis Obispo County Medical 
Society and Dr. G. David Kelker has been reelected 
secretary for 1948. Dr. Pearman succeeds Dr. H. N. 
Cookson of Arroyo Grande. 


SAN MATEO 


Dr. Harold Marks is scheduled to become health 
director of San Mateo County, succeeding Dr. Charles 
C. Gans who resigned late last year. Dr. Gans is re- 
ported to have accepted apointment as Health Officer 
of Santa Cruz County. 


SANTA CRUZ 


Dr. Philip K. Gilman, Jr., of Watsonville recently 
was elected president of the Santa Cruz County 
Medical Society and Dr. Samuel B. Randall, Santa 
Cruz, was reelected secretary. Dr. Luther Newhall, 
Jr., is the retiring president. 


SONOMA 


Appointment of Dr. Owen F. Thomas as county 
pathologist to fill a vacancy created by the resigna- 
tion of Dr. Robert L. Dennis several months ago, has 
been announced by the Sonoma County Board of 
Supervisors, Dr. Thomas formerly was a member of 
the staff of Baylor -University Hospital, Dallas, 
Texas. 


TULARE 


Dr. L. L. Selligman of Dinuba was named honorary 
president of the Tulare County Tuberculosis and 
Health Association at a recent meeting of the asso- 
ciation’s board of directors. 


YOLO 


Dr. John O’Hara and Dr. Henrick Graeser, both of 
Woodland, last month were elected president and 
secretary, respectively, of the Yolo County Medical 
Society for the 1948 term. They succeeded Dr. Max 
Waters and Dr. Emery Leivers. 


: GENERAL 


Urgent need for a number of Medical Officers for 
duty in the Panama Canal Zone is announced by the 
Panama Canal Washington Office. Starting salaries 
are $5,187 and $6,127.50 a year, depending upon length 
of experience. Candidates for positions must be grad- 
uates of approved medical schools and American 
citizens not over 45 years of age. (The age limit is 
waived up to 62 years for persons entitled to veterans’ 
preference.) Full particulars and application forms 
are available from Chief of Office, Panama Canal, 
Washington 25, D.C. 


Enrollment of approximately 40,000 new student 
nurses in the nation’s 1,227 schools of nursing during 
1947, a peacetime record, was indicated at a recent 
meeting of the Student Nurse Recruitment Com- 
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mittee in Chicago. The estimate was made by repre- 
sentatives of the National Committee on Careers in 
Nursing, American Red Cross, Advertising Council, 
American Medical Association, American College of 
Surgeons and the American Hospital Association. 
Determined from surveys conducted by the committee 
during the 1947 campaign, the 40,000 estimate indi- 
cates an increase of 1,900 over the previous peacetime 
high in 1940, and is 9,000 over the 1946 total. Goal 
for the 1948 campaign will be 50,000 new nursing 
students, the committee announced. 


The Pacific Coast Obstetrical and Gynecological 


‘Society announces that the Second Annual Frank W. 


Lynch Memorial Essay Contest will be held during 
the coming year. It is open to men who have been in 
practice for less than ten years or who have not been 
certified by the American Board of Obstetrics and 
Gynecology. Any topic may be selected in the obstet- 
rical or gynecological field and essays may cover 
either clinical investigations or laboratory research. 


The First Essay Contest was won by Dr. Maurice 
V. Sheets, of Los Angeles, with a study of “Usual and 
Unusual Findings of the Cervix Uteri.” This will be 
published shortly in the Western Journal of Surgery, 
Obstetrics and Gynecology. The prize for the best 
essay submitted is $100 and the privilege of present- 
ing the paper at the next meeting of the Pacific Coast 
Obstetrical and Gynecological Society which will be 
held in Southern California during the latter part of 
October or early in November. Essays should be in 
the hands of the secretary of the society, R. Glenn 
Craig, M.D., 490 Post Street, San Francisco 2, by 
August 1. 


Vaccination of all female dairy calves in California 
with “strain 19” brucellosis vaccine is being under- 
taken by the State Department of Agriculture. The 
action is being taken under laws passed for the con- 
trol of brucellosis by the 1947 Legislature. Besides 
mandatory vaccination of female dairy calves, the law 
provides for optional vaccination of male dairy calves 
and beef calves. Aim of the program is to develop 
resistant stock for future herds so that brucellosis 
in cattle may be gradually eliminated. 


Granting of two new fellowships for research in 
ophthalmology to the medical schools of Harvard and 
Yale was announced recently by the Eye-Bank for 
Sight Restoration, Inc. Recipients of fellowships will 
devote themselves chiefly to problems related to the 
cornea. One of the principal objectives of research 
at present is the discovery of a method for the preser- 
vation of corneal tissue for a period longer than 72 
hours. 

The Research Fellows are Dr. Thomas Duane, who 
will work at the Howe Laboratory of Harvard Uni- 
versity Medical School to investigate the metabolism 
of the cornea under various conditions of storage, 
and Dr. David Freeman, who will work at the Yale 
University School of Medicine to determine whether 
embryonic tissues can be grafted upon members of 
the same species and upon other species. 


Dr. Arthur W. Allen, president of the American 
College of Surgeons, announces the scheduling of six 
section meetings in 1948, for fellows of. the college, 
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the medical profession at large, and hospital person- 
nel. Each meeting will be two days in length and will 
include conferences for hospital personnel as well as 
sessions for the medical profession. The showing of 
medical motion pictures will begin each day’s pro- 
gram at 8:30 a.m. There will be luncheon meetings 
each day and a dinner meeting on the first evening. 
The latter will be followed by a symposium on cancer. 
Panel discussions on scientific subjects, led by inter- 
nationally known authorities in each field of surgery, 
will be held each morning and afternoon. The list 
of meetings follows: Toledo, January 20-21; Atlanta, 
January 26-27; Oklahoma City, January 30-31; Den- 
ver, March 1 and 2; Minneapolis, March 15-16; Hali- 
fax, May 17-18. 


The Eighth Annual Essay Contest of the Mississippi 
Valley Medical Society will be held in 1948. The 
society will offer a cash prize of $100, a gold medal, 
and a certificate of award for the best unpublished 
essay on any subject of general medical interest (in- 
cluding medical economics and education) and prac- 
tical value to the general practitioner of medicine. 
Certificates of merit may also be granted to the 
physicians whose essays are rated second and third 
best. Contestants must be members of the American 
Medical Association who are residents of the United 
States. The winner will be invited to present his con- 
tribution before the Thirteenth Annual Meeting of 
the Mississippi Valley Medical Society to be held in 
Springfield, Illinois, September 29, 30, October 1, 
1948. All contributions shall be typewritten in Eng- 
lish in manuscript form, submitted in five copies, not 
to exceed 5,000 words, and must be received not 
later than May 1, 1948. Further details may be ob- 
tained from Harold Swanberg, M.D., Secretary, 
Mississippi Valley Medical Society, 209-224 W.C.U. 
Building, Quincy, Illinois. 


The present three to five year training period for 
nurses should be reduced to between one and two 
years, Dr. Howard C. Naffziger, San Francisco, told 
200 hospital superintendents and directors recently at 
the Conference of California Hospitals in Berkeley. 
The training period now is so long that hiring a 
trained nurse is beyond the means of most people, 
Dr. Naffziger said. 


Appointment of Dr. Frederic M. Kriete as Chief of 
the Bureau of Material and Child Care has been an- 
nounced by the California Department of Public 
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Health. Dr. Kriete occupied a similar position in Utah 
before accepting the present appointment. 


First issue of A.D.A. Forecast, a monthly maga- 
zine for diabetics, published under the auspices of 
the American Diabetes Association, is scheduled to 
come off the presses in the current month. Designed 
“to give the physician an additional aid in the treat- 
ment of his diabetic patients,” according to announce- 
ment of the publication, the magazine “will serve as 
a monthly messenger—the doctor’s messenger—de- 
livering to the diabetic patient helpful articles by 
authorities in the field; basic facts on diet; and in- 
spirational articles which will keep up the patient’s 
courage in the rigorous routine of his disease.” 


The Western Section of the American Society for 
the Study of Sterility will hold a conference February 
6 and 7 at Stanford University Hospital, San Fran- 
cisco. Among the speakers will be Dr. John Rock, Dr. 
Arthur Hertig, Dr. Lewis Michelson, Dr. A. R. Abar- 
banel, Dr. Robert Rutherford, and Dr. L. A. Emge. 
Further information may be obtained from Dr. John 
O. Haman, 490 Post Street, San Francisco. 


The National Gastroenterological Association has 
announced its annual cash prize award contest for 
1948. One hundred dollars and a Certificate of Merit 
will be given for the best unpublished contribution 
on Gastroenterology or allied subjects. Certificates 
will also be awarded those physicians whose con- 
tributions are deemed worthy. 

Contestants residing in the United States must be 
members of the American Medical Association. Those 
residing in foreign countries must be members of a 
similar organization in their own country. The win- 
ning contribution will be selected by a board of im- 
partial judges and the award is to be made at the 
Annual Convention Banquet of the National Gastro- 
enterological Association in June of 1948. 

Certificates awarded to other physicians will be 
mailed to them. The decision of the judges will be 
final. The Association reserves the exclusive right of 
publishing the winning contribution, and those re- 
ceiving certificates of merit, in its official publication. 

All entries for the 1948 prize should be limited to 
5,000 words, be typewritten in English, prepared in 
manuscript form, submitted in five copies, accom- 
panied by an entry letter, and must be received not 
later than April 1, 1948. Entries should be addressed 
to the National Gastroenterological Association, 1819 
Broadway, New York 23, N. Y. 


i 
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The United Public Health League 


Increased federal activities in the field of com- 
pulsory health insurance in recent years have tended 
to focus attention on the need of medical repre- 
sentation in Washington. Until four years ago the 
only time medicine was represented in any way in 
Washington was when a delegation would go there 
from the American Medical Association or from 
some other body of organized medicine, generally 
to support or oppose a pending piece of legislation. 
Today there are at least three organizations main- 
taining regular Washington offices to represent the 
interests of medicine. 

The first such organization to open an office in 
the national capital was the United Public Health 
League, a federation of state medical associations 
from the western states. Its office was inaugurated 
on March 14, 1944, and it has maintained a steady 
representation to this date. . 

The United Public Health League was founded 
in Salt Lake City on January 29, 1944, when legis- 
lative representatives from six western state medical 
associations got together and acted on a common 
urge to assure that the medical profession should 
be in the Washington picture. This action followed 
a meeting in Salt Lake City on December 11, 1943, 
for a discussion of the need of Washington repre- 
sentation. At that meeting, representatives of medical 
associations in eight western states tentatively agreed 
that an organization should be formed for this pur- 
pose. Each representative took the proposal back to 
his own state medical association. Six of the eight 
associations approved the organization and voted to 
participate. 

Back of the original meeting lay an investigation 
made by the California Medical Association late in 
1943, when Mr. Ben H. Read, executive secretary of 
the Public Health League of California, was sent 
to Washington for a study of the legislative picture 
there as it affected medicine and medical practice. 
He reported to the C.M.A. Council on his return 
that every other organization and profession of any 
stature in the country was represented in Washington 
and that many of them maintained permanent offices 
for the purpose of maintaining contact with mem- 
bers of Congress and other governmental officials. 
The list of representatives covered several pages in 
the classified telephone directory but did not include 
any listing for the medical profession. Mr. Read 
also reported that the numerous members of Con- 
gress whom he had contacted were eager for in- 
formation on medicine and on medicine’s point of 
view on proposed legislation. Their only sources of 
information were the medical associations of their 


own states or the A.M.A. None of these sources was 
in Washington and it was often easier for the Con- 
gressman to forget about medicine’s point of view 
than to take the trouble to check with a distant office. 

Highlighting the entire situation was the manner 
in which the Emergency Maternal and Infant Care 
(EMIC) program had been adopted by Congress 
as a rider to another bill. Before the medical pro- 
fession knew anything about this legislation, it was 
a fait accompli. If there had been a representative 
of the profession on the job in Washington, the 
unanimous opposition of physicians to this type of 
bill would have been made felt during consideration 
of the measure, with probability that the bill could 
have been defeated or at least put into more ac- 
ceptable form. 

The western physicians who reviewed this report 
agreed that they should be represented in Washing- 
ton and formed the United Public Health League 
as their vehicle for such representation. 

As set up under its Constitution and By-Laws, 
the United Public Health League has as its mem- 
bers the state medical associations of the western 
states, each with an equal vote on the board of di- 
rectors. Each member state association has one 
member, selected by the state association, on the 
League’s board, and each board member has equal 
voting power. 

Dues are set at $3 for each active member of the 
state association and are paid either by the state 
association itself or, where state constitutions are 
in conflict, by membership committees which operate 
within the state. The funds of the League are spent 
only for federal legislative purposes and not within 
any of the member states. 

The League publishes a bulletin entitled ““Wash- 
ington Letter” which is issued at irregular intervals 
when there is sufficient news value to warrant. The 
directors have felt that, rather than attempt to meet 
a specific publication date, it is better to issue these 
letters only when they contain material that is worth 
while to the members. The letters are sent to lists 
of key physicians in each state, selected by their 
own state associations. 

Material for these letters is assembled in Wash- 
ington by Mr. James J. Boyle, Washington repre- 
sentative and former California pharmacist and 
assemblyman. Mr. Boyle has had long experience 
in legislative work and is well known to many of 
the members of Congress. Some were members of 
the California Legislature when he served in that 
body. Others he had met during that period. He 
works closely with Mr. Read, who originally rep- 
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resented the League in Washington while on a leave 
of absence from the Public Health League of 
California. 


Mr. Boyle’s function in Washington is to secure 
information on what legislation is under considera- 
tion, to keep in touch with members of Congress 
and federal officials, to keep the members of the 
League informed, through the Washington Letter, 
of developments in Washington, to assist physicians 
who are called before Congressional committees, and 
to serve as a two-way information center. During 
the hearings before the Senate Committee on Educa- 
tion and Labor on the Wagner-Murray-Dingell bill 
last year, Mr. Boyle was extremely helpful in seeing 
that the physicians from the western states were 
properly scheduled for committee appearances. 


The question has been asked as to whether or not 
the Washington office of the United Public Health 
League is not in competition with the A.M.A. office 
there. So far the answer is that there is no com- 
petition between the two offices but a most cordial 
cooperation. Mr. Boyle and Doctor Joe Lawrence, 
the A.M.A. representative, meet regularly and ex- 
change information of mutual benefit. Their rela- 
tionships are very friendly, as are the relationships 
between the League and all other medical repre- 
sentatives in Washington. 


California has been signally honored by the other 


Following is a review of laws relating to the admis- 
sion and treatment of pay patients in county hospitals 
in California. Prepared by Peart, Baraty and Has- 
sard, legal counsel for the California Medical Asso- 
ciation, it is published here because it contains 
answers to questions on the subject which frequently 
arise in many counties in the state. 


1. Admission of Pay Patients to County Hospitals: 


It has been settled in California that where private 
hospital facilities are not adequate to care for patients 
with ability to pay for service, it is permissible for 
the County Hospital to accept private patients and 
to charge them for such hospital service (Calkins 
vs. Newton, 36 Cal. App. (2d) 262; Goodall vs. Brite, 
11 Cal. App. (2d) 540). Each of these cases consid- 
ered only hospital service to pay patients and was not 
concerned with medical service of any kind. The 
Court’s opinion in each case expressly stated that pay 
patients could be admitted to County Hospitals only 
where private hospital facilities were not adequate 
to care for the sick and injured of the community. 
In Goodall vs. Brite, it was expressly held that hos- 
pitalization in County Hospitals of patients who 
could provide themselves with care in private insti- 
tutions was not a proper function of the County. An 
injunction was issued limiting admission to the 
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member states in the League in the election each 
year of Doctor Dwight H. Murray as chairman of 
the board of directors. Doctor Lester A. Stevenson 
of Salt Lake City is vice-chairman and Doctor Jesse 
H. Hamer of Phoenix is secretary-treasurer. Mr. 
John Hunton, C.M.A. executive secretary, holds the 
same post in the United Public Health League and 
maintains the League’s records and accounts at the 
C.M.A. office. The League has been operating on 
an annual budget of about $15,000, all of which is 
represented in Mr. Boyle’s salary and office expenses 
and the incidental expenses of publishing the Wash- 
ington Letter. 

Encouraging to the member states in the League 
is the fact that the original membership of six state 
medical associations has grown to nine in the past 
four years. Original members were Arizona, Cali- 
fornia, Colorado, Idaho, Nevada and Utah. Since 
then the membership has been increased by the 
affiliation of the state medical associations in Mon- 
tana, New Mexico and Wyoming. Other states have 
been invited to join the League and one or two 
non-member states have sent representatives to the 
annual meetings. No drive for membership has been 
made, the directors believing that the United Public 
Health League must sell itself to prospective member 
states. The fact that three new members have come 
in within the past few years is indicative of the value 
that these states find in the organization. 


County Hospital to certain specific classes of patients, 
including the indigent and dependent or partially 
dependent, psychopathic, emergency cases, etc. In 
those cases where a patient has ability to pay a part 
or all of the cost of hospitalization, the County is 
required to collect from the patient up to his ability 
to pay, but under the above mentioned cases, not 
to exceed the actual cost to the County of such 
hospitalization. 

Therefore, if there are adequate private hospital 
facilities, pay patients cannot be legally admitted to 
the County Hospital. If there are not adequate private 
hospital facilities, pay patients under the law can be 
admitted to County Hospitals and should be charged 
not to exceed the cost of such hospitalization accord- 
ing to their ability to pay. 


2. Medical Service to Patients in the County Hospital: 


In our opinion County Hospitals under the law of 
this state are not permitted to engage in the medical 
care of private patients with ability to pay, particu- 
larly where the medical services are rendered by 
the visiting staff, free of charge. Under its police 
powers the Board of Supervisors in each county is 
authorized to provide for the care and maintenance 
of the indigent sick or dependent poor, and for that 
purpose the Board of Supervisors may employ physi- 
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cians. When, however, the County undertakes to pro- 
vide medical care to patients with the ability to pay, 
it is our opinion that the County is acting in excess 
of its constitutional authority and is also engaging 
in the practice of medicine. If the medical services 
for which paying patients are charged, are rendered 
free of charge to the hospital by the visiting members 
of the hospital staff, the County Hospital is then 
engaging in a venture for profit. This in our opinion 
is in excess of the authority granted the County by 
the Welfare and Institutions Code, Sections 200-204. 
As stated in the case of Calkins vs. Newton, these 
sections of the code are the source of the County’s 
authority to operate a County Hospital, and “author- 
ity to build and operate a hospital for profit is not 
given expressly nor by implication.” In that case 
with regard to hospitalization service the court fur- 
ther said “the County can charge only the cost of 
the service.” 


Although by furnishing medical service and mak- 
ing a charge therefor, the County is in our opinion 
exceeding its police powers, to our minds by far the 
most important objection to such action is that the 
County is actually practicing medicine when it pur- 
ports to make charges for medical care rendered by 
individual physicians. This is particularly true where 
the physicians are not County employees hired to 
care for the indigent and poor as authorized by law. 


In one situation in which our opinion has been 
solicited, it is said that the Board of Supervisors 
relies on the case of Whelan vs. Bailey, involving 
the Public Administrator’s Office. In this case, de- 
cided October 10, 1934, reported in 1 Cal. App. (2d) 
334, the District Court of Appeal held that the 
County of San Diego could not compel the Public 
Administrator to employ the County Counsel and re- 
quire the attorney’s fees to be paid into the County 
Treasury in administration of estates of deceased 
persons. The ground of the decision was that the 
Public Administrator was appointed by the Court 
in each case to represent the estate of a deceased 
private individual and, the County, by furnishing 
counsel and collecting a fee therefor, was engaging 
in the practice of law. This case was, however, ex- 
pressly overruled in Estate of Miller, 5 Cal. (2d) 
588, decided by the State Supreme Court on March 
2, 1936. There the court held that it was proper for 
the County to require the Public Administrator to 
employ the County Counsel and to require attorney’s 
fees collected from each estate administered by the 
Public Administrator to be paid into the County 
Treasury. ° 


In our opinion these decisions have no application 
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to the situation at the County Hospital. The court in 
Estate of Miller expressly points out that the County 
Counsel acting as attorney for the Public Adminis- 
trator, is not practicing law for the benefit of the 
County, but is performing an official duty for a 
County officer. The County is not practicing law. 
Where, however, a private physician renders medi- 
cal service to a patient while on the visiting staff of 
the County Hospital he is practicing medicine and 
not acting as a public officer; if the County Hospital 
then attempts to collect a fee for the medical service 
rendered, it is very clearly attempting to practice 
medicine. 


3. Supervision by the Staff of Fees Collected: 


Of course, the opinions we have expressed above 
would preclude the County Hospital’s collecting a fee 
for medical services rendered. Assuming that private 
hospital facilities in the county are not adequate, so 
that it is proper to admit pay patients to the County 
Hospital, it is, nevertheless, not proper in our opinion 
for the County Hospital to collect a fee for any medi- 
cal services rendered. The physician actually render- 
ing the service is the only person legally entitled to 
bill and collect a fee for such service. The amount 
of the fee is, of course, a matter solely for the con- 
sideration of the physician making the charge. 


4. Pathological, X-Ray and Laboratory Services: 


In our opinion both x-ray and pathological labo- 
ratory service are part of the practice of medicine 
and, therefore, the roentgenologist or pathologist 
rendering the service is the only person who may 
lawfully bill or collect fees for rendition of such 
service. In those instances where the County Hospital 
collects a fee for x-ray or laboratory service, we be- 
lieve that the County is practicing medicine. In 
addition, where the hospital charges private patients 
a fee over and above the cost of laboratory, anes- 
thetic or x-ray service, the County is exceeding its 
police powers and operating a hospital for profit. 

Briefly, all bills from the County Hospital should 
be rendered at cost and no bills should be rendered 
by the hospital for any service which constitutes the 
practice of medicine. 

We realize that it has been the practice in some 
private hospitals to include certain medical expenses 
in the per diem rate, and also for the hospital to bill 
the patient directly for certain of these services ren- 
dered by paid employees. It is our opinion, however, 
that this is a situation which should be corrected, as 
we believe it unsound both legally and ethically. 
Where this arrangement prevails, the hospital is un- 
lawfully practicing medicine. 
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BOOK REVIEWS 


DISEASES TRANSMITTED FROM ANIMALS TO 
MAN. By Thomas G. Hull, Ph.D., Director, The Scientific 
Exhibit, American Medical Association, and various con- 
tributors. Third edition. Illustrated. 1947. Charles C. 
Thomas, Publisher. Price $10.50. 


Interest in the infections of domesticated mammals and 
birds and in those carried by animals and insects in nature 
and transmitted to man has greatly increased in recent years. 
With this heightened interest has come a growing apprecia- 
tion of their importance in medical science. These trends, 
as well as significant newer knowledge accrued during the 
war years on the epidemiology and control of such infections, 
made necessary the revision of this well-known book and 
the issuing of a third edition. With the aid of 14 specialists 
and consultants in the field of comparative pathology and 
animal and insect ecology, the vast field has been condensed 
to 550 pages filled with factual data. Nearly every chapter 
has been revised and some have been re-written and brought 
up to date. Unfortunately, references in some chapters are 
neither recent nor well chosen. 


The new chapters on “Arthropod-Borne Encephalitides 
and Q Fever” condense in readable form a great deal of 
information which is scattered in journals and publications 
not readily accessible to the physician. The chapters on 
jungle fever, typhus and Rocky Mountain spotted fevers and 
lymphocytic choriomeningitis, written by well-known spe- 
cialists, are admirably informative. In future editions the 
chapter on Brucellosis should be subjected to critical re- 
view before publication. The occupational health hazard to 
the farmer and to his family, and the enormous economic 
losses caused persons engaged in animal husbandry by 
bovine and porcine brucellosis deserve greater emphasis. 
The section on “Laboratory Diagnosis” details the allergic 
skin test and the opsonocytophagic test without discussing 
the imperfections and misuse of these tests. On page 207 
the statement that compulsory antirahies treatment of dogs 
“has been gaining in favor” should be corrected to read 
the “voluntary prophylactic vaccination of dogs” is highly 
recommended. The paragraph on histoplasmosis (pages 316- 
317) is incomplete. Recommendations regarding the pre- 
vention of endemic relapsing fever (page 394) could not 
effectively be carried out, since the various stages of the 
Ornithodoros ticks rarely remain on human clothing. As a 
summary reference, the symposium publication of the Ameri- 
can Association for the Advancement of Science No. 18, 
1942, should be mentioned. Despite these minor defects, 
this new edition should replace the old one as a much used 
reference book on the shelves of every private and public 
medical library. 


SYNOPSIS OF OBSTETRICS. By Jennings C. Litzen- 
berg, B.Se., M.D., F.A.C.S., Professor Emeritus of Ob- 
stetrics and Gynecology, University of Minnesota Medical 
School. The C. V. Mosby Company, St. Louis, 1947, third 
edition. 416 pages, with 157 illustrations. Price $5.50. 


The third edition of Litzenberg’s “Synopsis” is only ten 
pages longer than the second edition (1943) and this slight 
increase in bulk results almost entirely from the insertion 
of a little essay on the Rh factor, written by R. W. Koucky, 
a Minneapolis pathologist. The format of this particular 
section differs considerably from that of the rest of the vol- 
ume and the material is presented in a way which might 
well confuse the uninitiated reader. Later in the book, 


erythroblastosis is described inthree different sections but 
there is no suggestion of a relationship to Rh incom- 
patibility. 

Discussion of the biologic tests for pregnancy has been 
enlarged somewhat to include details of the mouse, rabbit, 
frog and rat tests; and an endorsement of the colostrum 
skin test of Falls, which appeared in the second edition, 
has wisely been deleted. The material on analgesia and 
anesthesia has been expanded by adding a few quotations 
from periodical literature, but strangely enough any men- 
tion of local anesthesia for delivery has been omitted from 
this edition and one finds no reference to saddle-block spinal 
techniques which are now so popular in some areas. In view 
of the modern trend toward early ambulation postpartum, 
the statement that the patient “may safely sit up in a chair 
in a week” probably requires revision. The discussion of 
syphilis in pregnancy should be brought up to date, with 
mention of therapeutic plans which include -penicillin. 
Similarly, there is no reference to the use of penicillin for 
acute mastitis. 

With the exception of these minor faults, this synopsis 
continues to provide a sound presentation of the time 
honored fundamentals of obstetrics and should be most use- 
ful for refresher purposes. As in both previous editions, 
somewhat more space than seems necessary is devoted to 
subjects which the author had personally investigated, such 
as myomas in pregnancy, missed abortion, and ectopic gesta- 
tion. Considerable paper could have been saved by reducing 
the excessive use of the outline form of presentation, but 
perhaps to some readers this would seem to be a virtue 
rather than a fault. 


DEVELOPMENTAL DIAGNOSIS, Normal and Ab- 
normal Child Development. By Arnold Gessell, M.D., and 
Catherine S. Amatruda, M.D. Second edition. Paul B. 
Hoeber, Inc. $7.50. 

“Developmental Diagnosis” in its second edition shows a 
healthy growth and expansion of the subject. It is a book 
that every physician whose practice includes children should 
not only be familiar with through reading it once but he 
should have it at his elbow for quick reference at all times. 


The book is divided into three parts and an appendix. 
Part one deals with the normal child and his developmental 
pattern, giving the details of examination and the findings 
at the selected periods, four weeks, sixteen weeks, and so on. 


Part two is devoted to defects and deviations from the 
normal and includes not only the problems of the subnormal 
but those of convulsive disorders, blindness, deafness, pre- 
cocity, the practical and pertinent problems of retardation 
due to environmental factors and the problems of adoption 
—the accurate rating of children in situational difficulties, 
etc. 

Part three deals with the protection of early child de- 
velopment, diagnosis and guidance. 


The appendix includes details of techniques, charts, equip- 
ment, cinematic case studies, a reading list and a chapter 
on professional training for developmental pediatrics. 


Just as a physician cannot be an authority on the patho- 
logical unless he knows the normal in the somatic, so he 
cannot hope to guide the mental and emotional life unless * 
he is familiar with its normal developmental pattern. 
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THE AMERICAN ILLUSTRATED MEDICAL oo 
TIONARY, 2ist edition, W. A. Newman Dorland. W. B. 
Saunders Company, 1947. 


Included in this edition are additions from the research 
and discovery of the war years, such, for example, as the 
specialties of tropical medicine and aviation medicine as well 
as the subject of antibiotics, physics and nucleonigs, includ- 
ing radioactive isotopes. Names of numerous obsolete pro- 
prietary medicines have been deleted. 

It is unfortunate that spelling of plurals of Latin and 
Greek words has not been included. It would be a consider- 
able convenience, for instance, for a medical student to dis- 
cover along. with the derivation and definition of the word 
“diverticulum” that the proper plural was “diverticula.” 


COMMUNAL SICK CARE IN THE GERMAN GHETTO. 
By Jacob R. Marcus, Ph.D. The Hebrew Union College 
Press. 1947. Priced, $4.00. 


This book will be of use to physicians interested in the 
history of medicine as it gives the development of the care 
of the sick by the Jews in the Middle Ages and compares 
such care with the type of service given by Christian guilds. 
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Socialization of the care of the Jewish sick dates back to 
Medieval times. 

The actual practice of medicine and surgery is barely 
mentioned. Hence the book will be of slight interest to the 
practicing physician. 


PYE’S SURGICAL HANDICRAFT. Edited by Hamilton 
Bailey, F.R.C.S., Eng. Fifteenth Edition. Fully Revised 
with 789 Illustrations. The Williams and Wilkins Company, 
Baltimore. Published 1947. 


The editor, Hamilton Bailey, has revised the last previous 
edition of three years before, with the help of over forty 
collaborators. A relatively small book, it covers pre- and post- 
operative care, radiology, general surgery, and nearly all the 
surgical specialties. Necessarily most of the considerations 
are brief, and provide only basic information for anyone 
not familiar with the subject. Many of the methods are at 
some variance with those used in this country. Penicillin 
and heparin are barely mentioned, dicumarol is not dis- 
cussed. The book could best be recommended as a source for 
comparison, or for the gleaning of occasional helpful tech- 
nical points. 


an 


MEDICAL JURISPRUDENCE 


HOSPITALS: LIABILITY—DEGREE OF CARE 


Peart, BARATy & Hassarp, San Francisco 


In a case reported in 80 A.C.A. 934 (Aug. 1, 
1947) an action was brought against a hospital 
charging negligence which resulted in the death of 
an eight months old baby. The complaint alleged 
that plaintiff and his wife caused their eight-month- 
old baby to be placed in the defendant hospital for the 
removal of a haemonglioma on the child’s shoulder. 
At the time of performing the operation ether was 
administered to the child which rendered her un- 
conscious and after her removal from the operating 
room she was placed in a room in which there were 
four or five other patients. She was placed in her 
crib on her abdomen with a small pillow under her 
and with her head and face slightly lower than her 
abdomen and lying on her right cheek. The mother 
sat at the side of the child for 15 or 20 minutes, 
after which the nurse in charge came into the room 
and ordered the mother, and the other mothers in 
the room, to leave while the nurses bathed the other 
children. When Mrs. T., the mother of the child, re- 
turned to the room a short while later she noticed 
that her baby was very white and that the fingernails 
were blue and her hands were cold, whereupon she 
asked the nurse’s aid whether her baby was all right 
and was told that the baby was just sleeping from 
the ether, but at Mrs. T.’s insistence the nurse’s aid 
picked up the baby and found that she was dead. 
Later the cause of death was determined to be atelec- 
tasis.. The mother and father of the child alleged 


that the hospital was negligent in failing to give 
proper attention to the child and alleged that as a 
result the child was smothered. At the conclusion of 
the evidence offered by the mother and father, a 
motion for nonsuit was granted. The mother and 
father appealed and the District Court of Appeal 
reversed the judgment of nonsuit. 

In reversing the judgment of nonsuit the court 
held that a private hospital owes its patients the duty 
of protection and that it was the duty of the hospital 
to use reasonable care and diligence in safeguarding 
a patient committed to its charge and that such care 
and diligence is measured by the capacity of the 
patient to care for himself. In this case the court 
stated that “by reason of the tender age of appellents’ 
baby, respondent owed a higher degree of care in 
attending it than if she had been an adult.” 

Continuing, the court stated that “if the proper 
observation and care of the child had been main- 
tained, its condition would have been observed and 
there is a possibility that its life could have been 
saved.” The court felt that the evidence was sufficient 
to take the case to the jury and that the jury should 
have determined the question of the hospital’s negli- 
gence. Therefore, they concluded that “the judgment 
of nonsuit should be reversed and the case re-tried 
with the jury determining whether the hospital had 
exercised the necessary degree of reasonable care 
under the circumstances.” 
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